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r \HE hospital standardization movement was 
started 15 years ago, and the American College 
of Surgeons and the American Medical Associa- 

tion have constantly striven to improve the service in 
the hospitals of the country; and to this end have es- 
tablished certain minimum standards for hospitals.* 
In the 1918 report of the American College of Sur- 
geons, only 18 per cent of the hospitals surveyed could 
be approved; while in the 1931 report, over 90 per 
cent of the hospitals with over 100 beds were ap- 
proved. Throughout recent reports and discussions 
runs the idea that we must not be content to meet the 
minimum standards, but must continue to develop 
higher standards — must try to meet the maximum 
standard. The more recent move of the American Col- 
lege of Surgeons to establish a list of hospitals ap- 
proved to treat-cancer is in the same direction. 

The American Medical Association gives three types 
of recognition to hospitals: registration of hospitals, 
approval of hospitals for interns, and approval for 
residencies in specialties. During the period under con- 
sideration, the number of registered hospitals in the 
United States increased from 5,323 in 1918, to 6,830 
in 1923, and decreased to 6,613 in 1931; of these hos- 
pitals, 4,309 are general hospitals, caring for about 88 
per cent of all patients admitted to hospitals in 1931. 
In 1931 there were 664 hospitals approved for interns, 
with a bed capacity of 201,974, and offering 5,584 in- 
ternships. There were 883 approved and unapproved 
hospitals reported as offering a total of 6,094 intern- 
ships. In 1932 there are 619 hospitals approved for in- 
terns, offering 6,054 internships for the 4,735 members 
of the medical graduating classes this year. There are 
372 hospitals approved for residencies in specialties, 
with 2,144 residents. 

From the above figures regarding the number of gen- 
eral hospitals, we see that the discussion here includes 
the pathology service in hospitals for almost nine 
tenths of all patients in hospitals. The number of lab- 


*Read at the 17th annual convention, C.H.A., 
24, 1932. 
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there were 


oratories in hospitals has increased rapidly : 
3,035 hospital laboratories in 1923, and 4,230 hospital 
laboratories in 1931.2 This is not surprising when we 
consider how rapidly and how markedly the labora- 
tory side of clinical medicine has developed in recent 
years. The Council on Medical Education and Hos- 
pitals, of the American Medical Association, lists 419 
physicians as specializing in pathology and clinical 
pathology ; so it is probable that not over 1,000 physi- 
cians are specializing in pathology and clinical pathol- 
ogy; that is, less than one physician-pathologist for 
each four hospital laboratories. This shortage of physi- 
cian-pathologists was referred to by me, before this 
Association three years ago,® and will be referred to 
again, later in the discussion. 


Organization of the Pathology Service 

In the minimum standards of the American College 
of Surgeons, we find’: “5. Pathology. — All tissues re- 
moved in the operating room should be examined, de- 
scribed, and diagnosed by a competent pathologist, ex- 
cepting tissues such as tonsils and teeth, in which the 
pathologic changes are quite obvious. 

“A physician-pathologist should be employed on a 
full-time or part-time basis. When this is not practi- 
cable, arrangements should be made with a consulting 
pathologist for tissue diagnosis, post-mortem work and 
the interpretation of the more complicated tests and 
determinations in clinical and surgical pathology, 
well as in general clinical laboratory work. The pathol- 
ogist preferably should be one listed by the Council 
on Medical Education and Hospitals of the American 
Medical Association. 

“Autopsies. — Every effort should be made to secure 
consent for autopsies, which should be performed by a 
pathologist or the best qualified other physician avail- 
able.” 


as 


1Miller, C. Jeff, “The Obligation of the Hospital to its Interne Staff,” Bul- 
letin Amer. Coll. of Surgs., 1931, Vol. 15, p. 17. 
“Hospital Service in the United States. Eleventh Annual Presentation of 


Jour. Amer 


Hospital Data by Council on Medical Education and Hospitals.” 
Med. Assn., 


1932, Vol. 98, p. 2063. 














394 


The American Medical Association “Essentials in a 
Hospital Approved for Interns” provide that,* “In 
order to secure the best results from post-mortem ex- 
aminations, the hospital must necessarily have on its 
staff a physician who specializes in pathology.” 

We see that .the minimum, standards of both the 
American College of Surgeons and the American Med- 
ical Association, for the pathology service, require that 
there be a physician-pathologist on the staff. We find? 
“that practically all hospitals of standing — whether 
they train interns or not — have their laboratory work 
supervised by competent physician-pathologists.’’ 

Thus, for practical purposes, the pathology service 
must be in charge of a competent physician-pathol- 
ogist. This is in keeping with my idea expressed before 
this Association last year,® that the pathologist must 
be ready and able to come out of the laboratory and 
fulfill his function as a consultant at the bedside — 
this means that he must be a physician. 

This brings us at once face to face with the fact that 
there is only one physician-pathologist for every four 
general hospitals. Effort is being made to induce more 
young physicians to serve residencies in pathology and 
to specialize in pathology. But the shortage cannot be 
made up in this way, especially in view of the number 
of physician-pathologists absorbed in the teaching, 
research, and governmental institutions, as well as of 
those going into the private practice of clinical 
pathology. 

On the other hand, many of the general hospitals 
do not have sufficient work to justify the employment 
of a full-time physician-pathologist, and could not pay 
enough to justify a physician-pathologist to limit his 
time to such a hospital. Fortunately, the conditions re- 
garding roads and transportation make it possible for 
a physician-pathologist to serve as pathologist at two 
or more hospitals, located as much as 20 or 30 miles 
apart. This method of handling the situation is being 
followed in many places, with very satisfactory results. 

The subheads in the department may or may not 
be physicians; but they must be specially trained in 
their special work. In relatively few hospitals is it 
possible to have different phases of the pathology serv- 
ice separate and under distinct heads; and it seems 
advisable to have all of the service under one head. 

There must be a sufficient number of medical tech- 
nologists, or technicians, who are especially trained in 
the particular work they are to do: examination of 
blood, secretions and excretions, culture work, serol- 
ogy, chemistry, metabolism-rate determinations, tissue 
work, and the special work that constantly comes up. 
The American Society of Clinical Pathologists, through 
its Board of Registry, maintains a list of technicians. 

Suitable secretarial service is necessary, in order that 
the time of the technical staff may not be taken up 
with secretarial work for which they are not trained. 


’Martin, F. Hf, “Report on Hospital Standardization for the year 1927,” 
Bulletin Amer. Coll. of Surgs., 1928, Vol. 12, p. 3. 

‘Essentials of a Hospital Approved for Internes. Council on Medical Edu- 
cation and Hospitals,’ Jour. Amer. Med. Assn., 1927, Vol. 88, p. 826. 
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Bound up with the secretarial service is an efficient 
record and filing service; otherwise, time is wasted in 
searching for back records, or important records are 
lost. 

There must be sufficient orderlies; the laboratory 
must be suitably housed; and there must be modern 
equipment, including a working library, and provision 
for animals for investigative and diagnostic work. 


Functions of the Pathology Service 


I have said that® “The hospital has two great func- 
tions: (@) the humanitarian one of caring for the sick, 
and (6) the educational one of training its staff of 
physicians — attending and resident—and nurses, 
with all that goes with these two functions.” As a 
teacher in a medical school, I added “the training of 
medical students.” We must study disease at the bed- 
side, in the X-ray laboratory, at the operating table, 
in the laboratory, and at the necropsy table — not from 
books. 

Of course, each department in the hospital service 
must play its part in these two functions; and the 
pathology service has a very important part to play. 

All clinical pathology required by the clinical staff 
must be carried out; and here the pathologist must 
assist in maintaining the balance as to the value of 
various types of laboratory study in particilar cases. 
The surgical pathology must be done; and the necrop- 
sies must be performed. Further, all of this material 
must be used in training the various members of the 
staff. 

The surgical pathology requires a high grade of 
training; and, with the ever-increasing interest in neo- 
plastic diseases, the pathologist must have special 
training in the gross and microscopic diagnosis of tu- 
mors; and he must be equipped to make frozen sec- 
tions routinely or whenever requested, according to the 
desires of the clinicians. 

The importance of necropsies is indicated by the 
fact that, some years ago, many physicians went to 
Europe for postgraduate study, partly because there 
they were able to see necropsies on the fatal cases. 
With the development of better necropsy service in this 
country, this reason is not so important in considering 
study in Europe. I have discussed the necropsy before 
this Association,’ and will not go further into the sub- 
ject at this time. 

The clinico-pathological conference is a very impor- 
tant phase of the educational function of a hospital, 
and this should be regularly participated in by the 
clinicians, the pathologist, and the radiologist; and 
by any of the specialties that may be interested in a 
particular case. Ordinarily, weekly conferences of one 
hour are best; and it is not necessary to try to go over 
all material becoming available during the week ; only 
the more important and instructive material need be 


5Whitmore, Eugene R. “Standards of A.C.S. and A.M.A. for Number of 
Necropsies,”’ Hosprrat Procress, 1929, Vol. 10, p. 293. 

*Whitmore, Eugene R. “Conservatism in Introducing New Laboratory Meth- 
ods,” Hosprtat Procress, 1931, Vol. 12, p. 302. 
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used. In a teaching hospital, it can well be arranged, 
as we have done, to have junior and senior medical 
students attend clinico-pathological conferences. The 
conference should cover, not only necropsy material, 
but also tissue removed surgically; a surgeon should 
be present to discuss the surgical problems when sur- 
gical material is shown; and the radiologist should be 
present to discuss any X-ray films that may be avail- 
able. It is very important to study living pathology, 
and not limit our study to necropsy material. 

In addition to attendance at necropsies and clinico- 
pathological conferences, the interns should serve six 
weeks to two months in the hospital laboratory, dur- 
ing which time they should be practically under full- 
time instruction in laboratory medicine; and when 
they are on the clinical services, they should be en- 
couraged to keep in close touch with the laboratory 
study of their patients. 

The personnel of the pathology service takes part in 
the instruction of the nurses, according to the regularly 
prescribed courses of instruction for nurses; and each 
nurse should, preferably during her senior year, serve 
for two weeks or longer in the hospital laboratory. 

The problem of training medical technologists or 
technicians will be variously solved in different hos- 
pitals. Excellent courses of training for medical tech- 
nologists or technicians are given in a number of 
places; and trained technicians may well be obtained 
from such training schools. If it is decided to under- 
take the training of technicians, other than the practi- 
cal training in the hospital laboratory, it is well to ob- 
tain details of such courses from the American Society 
of Clinical Pathologists, or from some of the schools 
that have established courses for such training. 

We who serve on the staffs of Catholic hospitals 
have the special privilege of working side by side with 
those noble women, the Sisters, for the benefit of 
suffering humanity, without reference to race, color, 
creed, or social position. The Pope has said that “The 
problem of educating the hospital Sister is the central 
problem in the Catholic hospitals today.” Certainly, 
the department of pathology in every hospital stands 


room, neither is it the workroom, nor dressing 

room.* It is a department created for service. 
Preparedness is the watchword. Every possible con- 
trivance that will insure efficient service and obviate 
delay is on hand. Waste is practically eliminated by 
constant supervision and a general gain results. Ma- 
terial is where it may be procured by any attendant. 


(CU room, Supply Service is not the general store- 


*Read at the 17th annual convention, C.H.A., Villanova, Pa., June 21-24, 
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ready in every way to play its full part in solving this 
problem. 

Finally, in addition to aiding in the training of 
others, the personnel of the pathology service must be 
ever active in their own training. The laboratory side 
of medicine is constantly and rapidly advancing, and 
constant training is necessary to keep pace with the 
advances. If the pathologist is not able to take occa- 
sional special courses at some of the medical centers, 
he should attend some of the various conferences that 
are held from time to time, should always have avail- 
able the standard journals, including a journal on 
cancer, and should avail himself of the various loan 
collections of material that are constantly obtainable. 
With the entire staff of the pathology service, as else- 
where in the hospital, only the maximum standard 
can be acceptable, and this standard must be con- 
stantly raised. 

Summary 

The minimum standards for registered hospitals re- 
quire that the pathology service be supervised by a 
physician-pathologist. The shortage in physician-pa- 
thologists is partly met by one pathologist serving two 
or more hospitals. There must be a sufficient number 
of trained technicians and a secretary, the laboratory 
must be suitably housed, and must have modern equip- 
ment, including a working library. 

The clinical pathology, surgical pathology, and ne- 
cropsies are best done under one head. The surgical 
pathology requires special training on the part of the 
pathologist, especially in tumor diagnosis. 

All of this material must be used for instruction pur- 
poses ; necropsies and clinico-pathological conferences 
are very important in the training of the hospital staff. 
The personnel of the pathology service play an impor- 
tant part in the instruction of interns and nurses. The 
problem of instruction of technicians will be variously 
solved by different hospitals. 

One of the important duties of the personnel of the 
pathology service is to continue their own instruction 
and training; they must constantly strive to raise the 
standard of the pathology service-—to maintain a 
maximum standard. 





An inventory is taken weekly and requisition on store- 
room is made for replenishing stock. Duplicate stock is 
always on shelves, and duplicate trays are always made 
up and ready for issuance. 

Daily requisitions are made on central workroom for 
sterile dressings ; on the pharmacy for solutions ; on the 
culinary department for oranges, lemons, and eggs for 
medicinal purposes, usually kept in the refrigerator 
with the iced drinks. Thousands of small, apparently 
insignificant articles, that too often are not on hand 
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ARM-SOAK TRAY FROM CENTRAL SUPPLY 
The electric plate keeps the temperature constant. It sits on an asbestos 


base and is so constructed that the pan does not rest on the plate during 

treatment. A bath thermometer is sent with the tray. Illustration shows arm 
pan in sterile cover. 

when a doctor is being waited on, are labeled and ready 

where they may be seen. 

Doctors and nurses may find in this department all 
requisites for treatment of every case: thus, a general 
feeling of security is engendered. This immediate ser- 
vice to doctors and nurses means better service to the 
patient and, since the department is run on a 24-hour 
schedule, much loss of energy is saved. 

Formerly every floor had its own equipment, but if 
some special case required special instruments or other 
appliances not on hand, a hurried search ensued ; used 
material was often left in unlooked-for places or left 
in poor condition. It was impossible to fix responsibility 
for loss or breakage, and valuable time and material 
were wasted in preparation or replacement. Today one 
department controls all equipment. Every article is in 
its place in plainly labeled cabinets in the central sup- 
ply and may be produced immediately. 

For the past four years we have had a 24-hour service 
in the department. At 7 a.m. a graduate nurse comes on 
duty and at 8 a.m. the supervisor of the department, a 
student nurse, and clerk begin the day. The graduate 
works full time, the student nurse four hours. At 2:30 
the afternoon clerk takes up her post and works until 
11 p.m., at which time the night clerk comes on duty 
and works until 7 a.m. 

The graduate nurse is responsible for the preparation 
of sets to be autoclaved; the student nurse assists her. 
The day clerk takes care of the counters and the cler- 
ical work of the department. The return desk and files 
are in charge of the general supervisor. The night clerk 
files and checks on dismissals. All special trays, special 
instruments, or equipment, as stethescopes, sphygmo- 
manometers, electric bakes, therapeutic lamps, are 
timed and must be returned as soon as possible. A note 
is posted and a telephone call reminds the nurse who is 
remiss in returning material on time. Carelessness in 
handling valuable equipment is vigilantly followed up 
and a nurse who is liable to fine for dereliction of duty 
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is more apt to handle instruments with care. This is a 
valuable experience in training. 


Tray Sets 


Soon after organization it became evident that trays 
equipped with essentials for the various procedures 
would be advantageous; consequently, complete sets 
were made up for paracentesis, intravenous, and spe- 
cialists’ trays ; other dressing trays had been previously 
used. 

The most commonly used trays are for the intravenous 
injections, so necessary in post-operative treatment. 
They are set up with sterile tubing, tourniquet, needles 
in tubes, and dressings, alchohol, and iodine. The sal- 
ine, or glucose solution of desired percentage, is taken 
from the solution warmer and added, and may be ad- 
ministered within two or three minutes after receipt of 
order. For a hypodermoclysis set there is a slight var- 
iation. 

This particular service has evoked great praise from 
the doctors, and is a very good example of the value of 
forethought. 

Emergency trays consist of well-padded instrument- 
pans containing syringes of various sizes, three sizes of 
needles and a medicine glass, all securely wrapped in 
labeled covering, and also cardiac needles in glass tubes. 

A smaller intravenous tray is set up with sterile syr- 
inges and needles in tubes, a tourniquet, iodine, and al- 





SAFETY-GROUP KETTLE 
Stand and electric stove are welded together. The kettle in clamped band 
is the only detachable piece. The stove element may be replaced. An influenza 
epidemic would demonstrate the utility of this device. 
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cohol, and a few sterile dressings in container together 
with a small file for ampoule. This tray is very advan- 
tageous in giving iron cacodylate or neosalvarsan treat- 
ment. For the stomach lavage the greater number of 
doctors are at present using the Rehfus or duodenal 
tube instead of the large stomach tube. The same tray 
used for stomach analysis is used in this case minus the 
test tubes and the Olive tip tube. Following are the ar- 
ticles that make up this tray. Rehfus tube in small pan, 
bowl for ice, curved emesis basin, thirty cc. syringe in 
pan, nine marked tubes set in rack, and a rubber apron. 

Lumbar-puncture tray. The following are the arti- 
cles : Three spinal needles of various sizes, in tubes, one 
window sheet, one pair of gloves, one ampoule of novo- 
caine and sterile dressings, one pack. This pack for 
these particular sets varies a little from the cardiac 
pack. The variation being the sterile test tubes for the 
specimens. The thoracentesis, paracentesis and special- 
ists’ trays are made up in the same manner with the 
various types of needles required. 

When a nurse makes out a requisition slip she knows 
she will receive all items in good condition as the de- 
partment is responsible for the sterilization of all sets 
issued. Every newly set tray is autoclaved and checked 
before it is returned to the cabinet. 


Special Calls 


When a complicated apparatus is needed the nurse 
is given an instruction sheet ; and one of the attendants 
in central supply is sent with the case nurse to aid in 
installing the equipment. This particular procedure is 
invaluable in emergencies; for instance, the case calls 
for Connell Suction; a tray containing one irrigation 
can, one Kelly bottle, one pail, one gallon bottle, tub- 
ing, one Kelly hemostat, two Murphy pins, a syringe 
barrel, two-hole stopper, 18 inch pipette, glass tubing, 
and two glass Y-tubes, one glass L-tube, Murphy bulb 
sealed, duodenal tube, clamps and standards are given. 
The accompanying sheet aids materially in the erection 
of this equipment. Time is valuable in the erection of 
this apparatus. 

The Roth-Barach apparatus with two tanks of 95- 
per-cent 0-5-per-cent CO, is always ready with the 
soda-lime in one container and after it is taken to the 
room the ice is put into the second container. This is 
invaluable in cardiac and respiratory cases and has 
been a life-saver in many instances. Two other impor- 
tant machines are the resuscitating, so highly indorsed, 
and the Guedel, which has proved very satisfactory in 
the nursing care of children suffering from respiratory 
disorders. Another bedside unit containing two small 
tanks one 95-per-cent 0-5-per-cent CO, and the second 
70-per-cent 0-30-per-cent CO, is set up on one carrier. 
This facilitates the giving of the two types of gas inter- 
mittently. These are frequently emergency calls. 

For the erection of a Buck’s extension or Thomas 
splint we have a specially equipped cart divided into 
sections. In the upper drawer, in the first section, are 
the sheet-wadding bandages of all sizes; in the second 
division, the moleskin and plain adhesives of different 
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CONNELL SUCTION APPARATUS 
Drainage will not flow into B without suction. This may be started by 
flow of water from can 30 to 40 drops per minute. Adjust flow with Murphy 
pins. Murphy bulb sealed. Watch pipette. End of tube must be in water in A. 
Clamp tubing between Y-tube A and Y-tube B, and between Kelly bottle and 
Y-tube B with Murphy clamps. Clamp duodenal tube with Kelly hemostat. 
To start action, remove hemostat. 


widths, tape, safety pins, razor and blades. In the sec- 
ond drawer, which is also divided into two sections, are 
the gauze and muslin bandages of all sizes and in the 
other section, cast cutters, hammer and tacks; in the 
lower drawer are weights and spindles, pulleys of var- 
ious sizes, rope, traction blocks, and metal clamps. 
What time is saved by this particular contrivance, only 
a surgeon knows. 


Courtesy to Doctors and Nurses 


A nurse calling for a tray gives the name of the 
doctor, as better service results if the attending doctor’s 
likes are known; so we study our doctors’ preferences 
in making up sets. One may prefer short bevel needles, 
another long ones of special gauge or length. Another 
may desire a special kind of spinal manometer. He can 
work better with one than with another; so insofar as 
this is possible, we give him what he likes. Various 
kinds are kept in stock and it is only a question of 
knowing beforehand as the set is being issued just what 
that particular doctor prefers. Some want the solution 
thermometer in the intravenous sets; others do not. If 
the thermometer is required we send it on the tray in a 
small container of 95-per-cent alcohol and change the 
tubing that is prepared for its insertion. When nurses, 
particularly strange nurses, call for supplies for pa- 
tients, they are reminded of the necessary articles for 
special cases ; this saves inconvenience and loss of time 
and there are no forgotten articles. The doctors and 
nurses appreciate this bit of personal consideration and 
time and again have thanked us graciously for the small 
attention rendered. 

















Location 


Central supply, as the name implies should be cen- 
trally located. Ours is off the main corridor on the fifth 
floor. There are five connecting rooms, fitted up like a 
modern store with plainly labeled cabinets running 
from floor to ceiling. Three of the rooms have counters 
opening on a common area and over these all business 
is transacted. All surgical supplies, rubber goods, sterile 
dressings, surgical outfits, vases and sphygmomanome- 
ter stethescopes, cast cutters and sundries are to be 
found in this first room. In the second room are kept 
the solution warmer and sets and trays for all possible 
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procedures. These are given out over the second coun- 
ter. The “return counter” opens into the third room 
where all returned goods are received. In this room, all 
sets are gone over thoroughly in preparation for steril- 
ization and renewal. 

Adjoining the main room are two rooms. One con- 
tains all large pieces of equipment such as oxygen tents 
and carriers, inhalation kettles, basin racks, bakes, and 
lamps. In the other room are kept all kinds of fracture 
appliances and splints where the doctors may see at a 
glance just what they want. A cart containing all req- 
uisites for the erection of Buck’s extension or Thomas 
splint, or any other fracture appliances is always ready. 
Another cart with all the appurtenances for the appli- 
cation of a cast may be wheeled to the bedside when 
conditions prevent this work being done in the regular 
orthopedic surgery. 

Filing 

A very important consideration, in fact, the real con- 
trol is the filing system. Requisitions for outgoing goods 
bear the date, name of patient, and location, the articles 
desired, their number, and the signature of the nurse 
receiving the same. The requisition is filed under the 
room or ward number and on the return of the article, 
in good condition, this requisition slip is given as a re- 
ceipt to the nurse. ; 

An important factor in the return of articles is that 
each article is numbered, so that only such articles as 
bear the number entered on the requisition slip will be 
received. To facilitate the checking of all articles in use 
at the time of the patient’s dismissal, a daily list is sent 
from the record room to this department. The central 
supply department is also notified by the bookkeeping 
department of transfer of a patient from one room to 
another. In this way, the files are kept up-to-date. 
There are still many problems. Unreturned articles 


| Raolol trolled on 


r 
? 


——— 





| 
hee = 
| 
| 
































ONE OF THE CABINETS 








RETURN DESK, COUNTER 
































AND FILES NURSE WITH OUTGOING TRAY 
























November, 1932 


found after dismissal of patients cause some extra care 
as responsibility for stray articles cannot be fixed with- 
out interruption of service. 

A nurse may take some articles to the utility room 
in order to clean them before returning them to central 
supply. In the meantime she is called to a duty more 
important at the moment and thus the articles are for- 
gotten. The supervisor or some thoughtful nurse sees 
the forgotten articles and returns them, but does not 
know who is responsible. A return slip is placed on file 
and the night clerk checks these slips with the patients’ 
dismissal sheets. The delinquent is discovered and 
warned of neglect of duty. A notice is posted on the bul- 
letin board in the vestibule of each department and 
the impending fine for failure to return articles after 
dismissal of patient is very effective. 

This particular method may seem to involve a great 
expenditure of time but one who visualizes a clerk or 
supervisor deliberately tracing a stray article when all 
is calm and quiet, and contrasts it with the hectic mom- 
ents when a life is in the balance and doctors and nurses 
are at a high tension realizes there is a different time 
value. 

Time is always precious but there can never be vig- 
ilant follow-up without it and if “eternal vigilance is 
the price of liberty” it certainly is the price of service 
control. 

This vigilance could not be obtained without the 
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loyal coéperation of the personnel of the department. 
No time nor labor is too much to expend in the attain- 
ment of the great end, the service to patient. 








Morris Llewellyn Cooke, Sc. D. 


States today is so to increase the availability 

of medical service that it may reach areas 
now inadequately covered, and in those areas now 
adequately provided with medical personnel and facil- 
ities so to increase their use as to render greater service 
at little or no increase in cost.* Our total expenditures 
for medical care appear to be quite high enough, and 
the quality of the service is generally quite adequate. 
The hospital widened to a medical health center 
appears to be the most effective instrument both for 
reaching unserved areas and for raising the economic 
efficiency of medical service in areas now covered. 

The hospital is now the center of capital investment 
and largely of professional personnel. Hence, it is the 
logical place at which to concentrate the medical 
practice of the entire community including bed 
patients, out-patients, and home patients. This is the 
status which the hospital can easily assume in a uni- 
fied system of medical care and it is the place which 


O UR outstanding health problem in the United 
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social and community well-being demands that it shall 
take. 
Lowering the Costs 

There will be obvious economies growing out of any 
such coérdination of the widely spreading and widely 
differing health activities of the community. The sug- 
gested change in the status of the hospital will bring 
about what we call in industry a lowered cost of pro- 
duction; the time both of patients, and of the practi- 
tioners who serve them, particularly the latter, will be 
conserved ; and through the codrdination of the profes- 
sional personnel there should result a decided improve- 
ment both in the quality and quantity of service. Ob- 
viously, too, there will be an increased utilization of 
the public’s investment. 

Broadly speaking, the present-day hospital will need 
to take only two major steps to make it a full medical 
health center for the rendering of all those services 
which go to make up the totality of the care today 
afforded the sick and injured. In the first place, “pay- 
ing” and “part-pay” patients must be accepted in the 
out-patient department with provision for adequate 
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compensation on a fee or salary basis for the attending 
doctors. Secondly, any hospital shifting its status to 
that of a medical center must organize to render all 
services needed in the home, that is, free, part-pay, 
and pay, just as these gradations are found in the 
hospital itself. . , 

As our scientific knowledge increases and the equip- 
ment for its utilization is developed, physicians and 
surgeons will more and more come to depend on the 
facilities afforded by an up-to-date medical center. In 
fact, the difficulties of practicing without close hospital 
affiliations are likely to increase rapidly. It is the 
profession’s problem to see to it that during the transi- 
tion period injustice as between practitioners is min- 
imized. Normally the “stealing” of patients even if 
done by a hospital is not in the social interest. 


Group Practice 

The grouping of all medical-care services with the 
hospital as the codrdinating center implies some group- 
ing in the services of the physicians and surgeons, 
especially those of the specialists. This movement to- 
ward group practice is evident all over the country. 
It grows more or less directly and logically out of the 
decline in our rural population and the emergence of 
urban center. Fortunately, this development is ac- 
companied by a new appreciation of the enhanced, even 
central, réle which the individual practitioner must 
play in the economic reorganization of medicine. The 
official public health activities and the several varieties 
of nursing service and practically all other agencies 
interested in the sick and injured should find their 
headquarters in any completely organized hospital 
medical center. 

It is as true in this field as in any other, that we 
can either drift in the general direction of a seemingly 
desirable end result or we can arrive there within a 
predetermined time by taking certain definite steps. 
The logic of events is, in fact, gradually but very 
definitely widening the field and function of most of 
our hospitals. Changes in the general direction I have 
indicated are being forced on those of us guiding these 
institutions — sometimes actually against our desires 
and nearly always without adequate financial or other 
planning. Indeed, it would be an easy task to list all 
the features properly coming within the services to be 
provided by a full-fledged medical center, and point to 
every one of them as now being practiced at one or 
more hospitals in this country or in Canada. 

In both the Lakeside Hospital in Cleveland and at 
the Medical Center in New York City, offices are made 
available where doctors can receive private patients on 
either a part-time or full-time basis. Again, the use of 
X-ray and laboratory facilities of the hospital by the 
attending staff in the diagnosis and treatment of illness 
among private office patients is to be found at the 
Wesley Memorial Hospital in Chicago, at the Finley 
Hospital, Dubuque, Iowa, and at many, many other 
hospitals. Recently, and especially in the West, we have 
the formation of closely or loosely knit group clinics 
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which maintain headquarters in the hospital, and 
utilize the hospital’s scientific personnel and apparatus. 
There are about fifty such groups in the West. The 
Guthrie Clinic in Sayre, Pennsylvania, and the Trues- 
dale Clinic in Fall River, Massachusetts, are typical 
eastern groups. Another recent functioning of these 
wider-scoped hospitals is found in the establishment of 
pay clinics in some or all departments with doctors 
receiving pay and with the fees charged being low and 
the service open only to people of limited means. Good 
examples are the Cornell Clinic and the one at Mt. 
Sinai Hospital, both in New York City. 


Avoid Bureaucracy 

As our hospitals grow into medical centers, their 
present relatively simple organization will tend to 
become more complex and we must be alert to guard 
against too much organization, red tape, and bureau- 
cracy. One of the splendid things about our hospitals 
as at present organized is that they are motivated quite 
as much from the heart as from the head. This is a 
quality which must be preserved in any changes which 
the future may have in store for us. 

With every desire to avoid getting involved in the 
details of highly controversial subjects two current 
tendencies having a bearing on our general subject may 
be noted. It seems likely that community groups, gov- 
ernmental, and otherwise, will assume increasingly 
definite responsibility for the full care of the indigent 
sick and adequately compensate those rendering the 
service on a fee or salary basis. This will make it 
possible for the medical profession gradually to reduce 
the volume of free and reduced-rate service which 
latter, praiseworthy as it is from many angles, has 
its untoward aspects in irregular income for the practi- 
tioner and wide variations in price scale for those using 
medical service. 

If, gradually, some balance is to be established be- 
tween the services rendered and their value both to 
the community and the individual, it is going to be 
necessary to practice cost-finding, an industrial device 
now all but unknown in the hospital world. If we are 
both to pay our way, and pay as we go, than we must 
be able to know to a reasonable nicety what the 
expense is and what the charge should be. In any 
hospital medical health center such as we have in 
mind the charge may be against an incorporated gov- 
ernmental unit for some service rendered an indigent 
citizen; or against a group of physicians for office 
space in the hospital, or their use of apparatus provided 
at public expense; or the more usual charge against a 
private patient willing and able to pay. Cost keeping 
in this field will be relatively simple but unusually 
important. 

Equalizing the Burden 

One does not have to pry very deeply into the Amer- 
ican public health situation before discovering that 
sickness bears very unevenly on the individual. A very 
small part of the population requires a preponderant 
part of the service. But those who go pretty nearly 
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scot-free this year may be carrying a crushing load 
during the next twelve months. If this burden is to be 
evened up we must resort to the equivalent of insur- 
ance. As I use the word insurance, I mean any proce- 
dure by which a group of people pay uniform sums of 
money to meet the costs of medical care occurring 
among them over a period of time. In most foreign 
countries this need has led to novel varieties of state 
medicine paid for through the tax rate or through 
compulsory insurance. These systems would have 
obvious disadvantages if introduced into this country. 
Some hope that it may be possible to devise an Amer- 
ican scheme to accomplish the same end through 
various forms of voluntary health insurance. Certainly 
if this expectation is to be realized, the hospital ex- 
panded and developed as a medical center appears to 
be the most promising agency for its accomplishment 
because it lends itself to the execution of “annual 
medical service agreements” with groups of the public 
such as the employees of a given plant or the members 
of some social or religious organization. Such. contracts 
are now in force at the Baylor and Methodist Hospi- 
tals in Dallas, Texas, and the Virginia Mason Hospital 
in Seattle. 

Largely because of the unfortunate connotations of 
“contract medicine” these latter-day agreements for 
group medical care are quite likely to invite the opposi- 
tion of the medical profession and be a bit delayed 
thereby. There is, of course, absolutely no connection 
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between those early and misguided attempts of indus- 
try to provide medical care for employees located at 
isolated points and these present-day proposals for 
evening off the fluctuating financial burdens of illness 
by arrangements providing service for groups of people. 
It should be recalled in this connection that the Judi- 
cial Council of the American Medical Association — 
the highest authority recognized by the Profession — 
has never condemned contract practice. On the other 
hand, this body has given us a very meticulous defini- 
tion of it. The movement for group medical insurance 
is spreading and it is most important that the medical 
profession understand it and take a leading hand in 
steering it. 

With but few exceptions hospitals either individ- 
ually, or in association with other hospitals, can today 
afford to scan the districts in which they are located, 
or districts which are tributary thereto, in the effort 
to see what elements in the population are receiving 
medical services below the standard appropriate to a 
country of normal plenty. Ordinarily the discovery of 
a problem is the most difficult step in its solution. Any 
such widening out of normal hospital service offers 
promise not alone to the sick and suffering but to all 
those engaged in providing medical services. 


'The Judicial Council’s definition reads: “By the term ‘contract practice,’ 
as applied to medicine, is meant the carrying out of an agreement between 
a physician or group of physicians as principals or agents and a corporation, 
organization, or individual, to furnish partial or full medical services to a 
group or class of individuals for a definite sum or for a fixed rate per capita.” 


Sister M. Casey, R.N. 


cussions on the problems of hospitals and the 

nursing profession, one might justly ask what 
place a paper bearing such a title as this one, can 
occupy on the program of a convention of the Catholic 
Hospital Association.* What information can be ob- 
tained, what benefit can be derived from such a paper ? 
Perhaps many in this audience have never entered a 
hospital for incurables. The name alone suffices to fill 
your imagination with depression and gloom. Let us 
hope that ere I have finished, you will have changed 
your opinion and that you will consider this work the 
noblest, the grandest illustration of the charity of the 
Catholic nursing profession. 

Before entering upon my subject, permit me to 
remark that I shall confine myself exclusively to hos- 
pitals for incurables, such as Holy Ghost Hospital, 
Cambridge. Though its proximity to Boston places 
this institution in a setting of its own; nevertheless, 
I know that other hospitals listed in the same category 
are conducted on the same principles and policies. 


A os listening to the interesting papers and dis- 


*Read at the 17th annual convention, C. H. A., Villanova, Pa., June 21-24, 


Hence, I hope that I am cleared immediately from the 
censure of being personal. 


Necessary Equipment 

It is true that, professionally speaking, hospitals for 
incurables are less attractive than general hospitals. 
Owing to the type of patients treated, one will not 
expect to find the same ambition centered in the de- 
velopment of departments devoted to scientific re- 
search work — to laboratories with all their wonderful 
equipment. One will not see an X-ray unit showing all 
the latest models of machines; neither will he find a 
suite of operating rooms. All this is concentrated upon 
a much smaller stage. Consequently, the graduate 
nurse, accustomed to the intense activity of our mod- 
ern hospitals, cannot believe that anyone can become 
interested in the care of incurables. She knows that 
such hospitals shelter, for the greater number, only the 
wrecks of humanity, those who have baffled the skill 
of the medical and surgical profession, exhausted the 
genius of noted men of science at celebrated clinics 
and institutes and, having been “diagnosed” as incur- 
able, are transferred from the regular hospitals to in- 
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stitutions for incurables. Consequently, she will find 
there cases of paralysis, partial and complete, cancer 
in all its stages and forms, arthritis which has so de- 
stroyed the human frame that there is scarcely a nor- 
mal joint remaining, cardiac lesions of every form, 
tuberculosis inthe last stages, in a word, human be- 
ings — our brothers and sisters in Christ, who suffer 
without hope of ever being cured. 


Care of Incurables 

From the preceding remarks, one must not conclude 
that because these patients are “incurables,” it is use- 
less to expend energy and care on them. On the con- 
trary, no patients require more assiduous care than in- 
curables. Plus the ordinary routine service given in 
regular hospitals, these poor victims require more fre- 
quent bathing, more frequent change of linen. They 
must be kept immaculately clean. Their dressings must 
be repeated as needed, yes, many times in 24 hours. 
In a word, they need the countless delicate attentions 
which their very helplessness inspires, and which only 
a woman’s heart ever sensitive to suffering, ever in- 
genious in devising means of relieving pain, can im- 
agine. 

Considering the infirmities, the sad condition of 
these patients, the casual observer, the passer-by may 
be tempted to exclaim: “What a dismal, lonesome 
place a hospital for incurables must be to live in!” 
‘Tis true, the picture is a sad one, but when illumined 
by faith, how beautiful it becomes. Where science and 
genius have failed, kindness, inspired by charity and 
religion, has obtained. marvels. The great secret of 
success is to make these patients happy and comfort- 
able. Hence, the paramount ambition, the only ambi- 
tion of the personnel — doctors, sisters, nurses, attend- 
ants, and maids — must be centered in the effort to 
bring happiness and contentment into the lives of these 
unfortunates. When we reflect that their sojourn in 
the hospital varies little from months to years, we can 
readily understand the problem confronting the man- 
agement to sustain the morale of the staff, as well as 
that of the patients. One can lavish love and care and 
sympathy on a patient confined to a bed of sickness 
for a passing indisposition, but prolong the case for 
months and years, then you have the test and the 
measure of true Christlike devotedness and charity. 
Such is the service demanded by the incurables. To 
maintain this enthusiasm, to resume each day the 
same uninviting task, the nurse must be provided with 
every facility to accomplish it and without too great 
difficulty. That is, she must have all the equipment 
found in progressive hospitals, plus invalid chairs of 
different models, adjustable cots that can be easily 
transported from one apartment to another, in a word, 
everything that contributes to the betterment of the 
service. 

. Incurable Patients 

This important topic dispensed with, let us now con- 

centrate our attention on the needs of the patients. 
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The happy solution of this problem requires more than 
good executive ability from the management, whether 
a committee, a board of directors, or a superior. It 
requires a human understanding of suffering and sor- 
row, together with an energy to procure every possible 
means to alleviate them. Funds must be raised to pro- 
vide balconies from which the patients can get in touch 
with the busy outside world, can watch the people 
and cars as they pass, the little children on their way 
to and from school, or perhaps they will be thrilled 
by the clang and noise of the fire brigade as it dashes 
by. For the time being, they forget that they have 
been helpless for ten, yes, twenty years. Solaria are 
also fitted up for both ward and private patients. 
Instead of condemning them to pass weary days with- 
in the four walls of their respective apartments, the 
entire scene is changed by transporting the patients 
to the solaria which the thoughtful superior has beau- 
tified with ferns and inexpensive plants and flowers. 
Install radios which place the patients in contact with 
the whole world. Invite societies to give them con- 
certs and entertainments, radiate cheer and content- 
ment, and that spirit will permeate the very atmos- 
phere of the institution as well as fill the hearts of the 
patients. But the great solicitude of the superintend- 
ent should be to provide the dear patients with all the 
consolations of religion, consolations of peace and 
resignation which only the compassionate Heart of our 
Eucharistic Christ can give. To visualize the 
sanctifying value of suffering, one must witness the 
beautiful deathbed scenes in these hospitals. The pass- 
ing of these patients is marked with unlimited joy 
and hope. Most touching are their expressions in bid- 
ding farewell to their surrounding friends. It is, “Good- 
by, I am going home — going home to God.” There is 
no fear. The light of hope brightens this hour and 
their way to God. 

This last sweet duty accomplished, permit me to 
appeal to the religious sentiment which should domi- 
nate each member of the Catholic Hospital Associa- 
tion, and ask, if this care, supernaturally bestowed on 
the inmates of our hospitals for incurables, is not sub- 
lime charity, is not surpassingly meritorious and 
worthy of an eternal reward, very near the loving 
Savior, whose sacred lips pronounced these consoling 
words: “Whatever you have done to the least of My 
brethren, that you have done to Me.” 


Graduation in Hawaii 


The first graduation exercises of the St. Francis Hospital 
School of Nursing, Honolulu, Hawaii, took place on June 23. 
The ceremony started at 8 a.m., in the hospital chapel, when 
two Nuns and eight young ladies received their diplomas, which 
were conferred by Rt. Rev. Stephen P. Alencastre, SS., CC., 
D.D., Vicar Apostolic of the Hawaiian Islands, immediately 
following the Mass and an address to the graduates. In the 
evening, the program was continued at Columbus Welfare 
Hall, where an address was delivered by Rev. Father Valerian, 
and two prizes were awarded for the highest averages, followed 
by a social evening. A variety of nationalities, Hawaiians, 
Chinese, Japanese, and Portuguese, were included in the class. 








The Pharmacy’s Place in the 
Progressive Hospital 


Howard C. Newton, B.S., Ph. G. 


' \ 7 HEN a patient enters a hospital, I believe he 
has the definite expectation that he is placing 
himself in a position to receive not only the ex- 
pert attention of the physician, the surgeon, and the 
nurse, but also the benefit of efficient service from each 
department of the hospital, codperating for his wel- 
fare.* The pharmacy is one of these necessary depart- 
ments of the hospital, and the patient would indeed be 
surprised and disappointed if he were given reason to 
think that the standard’of pharmaceutical practice in 
the hospital pharmacy were not, at least, the equal of 
the highest maintained by pharmacies outside of such 
institutions. The progressive hospital today does offer 
a higher standard of pharmaceutical service than in the 
past, and the importance of this department is becom- 
ing recognized more and more. In order to understand 
the increasing amount of attention that is being di- 
rected toward the department of pharmacy in the hos- 
pital as well as to understand the neglect of it in the 
past, it may be well to look back a little into the history 
of pharmacy. 

Pharmacy is one of the oldest professions, but in 
ancient times it was commonly combined with the heal- 
ing art. The pharmacist and the physician were the 
same person, dealing with crude concoctions of many 
materials, often of a disgusting nature, and applying 
these to the accompaniment of weird incantations. 
Treatment was based on empiricism and the pharma- 
cist-physician was truly the medicine man of the time. 

It was not until the thirteenth century that we find 
a legal separation of the practice of pharmacy and that 
of medicine when Emperor Frederick of Sicily issued 
an edict declaring them to be separate professions. This 
division was gradually carried on throughout the rest 
of the world and from the pharmaceutical division 
sprang the sciences of chemistry and botany which 
grew so rapidly that the development of their mother 
profession, pharmacy, was obscured. The profession of 
medicine also advanced rapidly with the establishing 
of many schools which served to systematize the train- 
ing of the physician and to lead him away from his 
practice of empiricism and his apprenticeship method 
of preparation. Thus medicine took the educational 
lead, and pharmacy, held back by adherence to the ap- 
prenticeship plan of training, did not follow closely. 
Early in the nineteenth century pharmacy schools were 
established in the United States, but, in most cases, the 
curricula of these early schools consisted merely of a 
series of lectures and recitations given during those 
evenings when the services of the pharmacists’ clerks 
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were not required by their employers. The teachers 
were usually physicians. 

Laws regulating the practice of medicine became 
more numerous and pharmacy found itself practically 
excluded from the profession of medicine. However, in 
almost all of these regulations the privilege of the phy- 
sician to compound medicines, and, therefore, practice 
pharmacy, was reserved for him. In other words, the 
pharmacist was gradually excluded from the practice 
of medicine but the physician was not at the same time 
excluded from the practice of pharmacy. Probably at 
that time such an arrangement was proper enough be- 
cause the physician’s curriculum contained consider- 
able instruction in the use of drugs and the manner of 
compounding them. 

This general agreement that the physician was the 
high authority in all matters pertaining to drugs and 
medicines doubtless contributed largely to the weak 
professional status of pharmacy in hospitals of the past. 
With the physician considered ex officio as the general 
supervisor of all drugs and medicines of the hospital 
and with the student nurses considered as his appren- 
tices, it is not surprising that the practice of pharmacy 
in many hospitals became a neglected subject often rele- 
gated to nurses and interns who had neither interest 
nor training in it. 

Pharmacy a Profession 

Recent years have brought about a great change in 
this condition of affairs. Medical education has been 
placed on a more nearly sound scientific basis; com- 
prehensive courses in the fundamental sciences of phys- 
ics, chemistry, and biology are a prerequisite to the 
professional courses ; marvelous discoveries in the field 
of nutrition have attracted the attention of medical 
education to that subject; the physician is no longer 
trained merely to remedy the results of disease, but he 
has assumed the task of maintaining the public health. 
These changes have made it necessary for the student 
in medicine to spend more time in training; he must 
have a scientific knowledge of a greater number of sub- 
jects, and emphasis has been drawn away from the sub- 
jects of pharmacology, materia medica, and prescrip- 
tion writing, which are so closely related to drugs and 
medicines. This trend has given pharmacy its oppor- 
tunity to rise to the occasion and furnish the physician 
and the public with the scientific products and informa- 
tion which are necessary for their welfare. 

I wish to mention some of the ways in which phar- 
macy has made remarkable progress in order to meet 
the need of times. First, in the matter of education: 
The old apprenticeship system has been gradually fad- 
ing out and in its place we find curricula in our colleges 
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of pharmacy that are based on the very latest educa- 
tional research. The pharmacy graduate will now be in 
a position to serve intelligently and in a scientific man- 
ner as one trained in applied chemistry and biology as 
well as in pharmacy, itself. In guarding the entrance to 
the profession of pharmacy more carefully and in stand- 
ardizing and lengthening the curricula for the train- 
ing of the pharmacist the profession is making note- 
worthy progress. 

Second, in the matter of research: Pharmacy through 
its organizations, and especially the National Confer- 
ence on Pharmaceutical Research, is daily contributing 
to this field of knowledge for the benefit of mankind. 
The products of pharmaceutical research are now in- 
dispensable to the physician. 

Third, in the matter of maintaining standards of uni- 
formity for drugs and medicines through the revision 
of the U.S. Pharmacopeeia and the National Formu- 
lary: The profession of pharmacy has been instrumental 
in making it possible for the medical profession to rely 
on the purity and the uniformity of activity of the 
drugs and medicines on the market. In this connection 
it is interesting to note as an indication of the trend 
of the history of this work that, in the very early revi- 
sions of the U. S. Pharmacopeeia the revision committee 
was composed largely of physicians while the composi- 
tion of the present committee for the eleventh revision 
of the U. S. Pharmacopeeia is two thirds pharmacists 
and one third physicians. 

This brief and rather incomplete recitation of points 
in the history of pharmacy has been given in order that 
you may more clearly appreciate the background before 
which the modern pharmacist practices and the validity 
of the following statements on the place of pharmacy 
in the progressive hospital : 

Necessary Standards 

A. It is almost unnecessary to state that the pharmacy 
department of the hospital should be equipped to ren- 
der a complete and efficient medicine-dispensing service 
for its patients. The compounding should be skillful 
and based on the very latest information regarding the 
respective medicines. All balances, weights, graduates, 
and other instruments should be modern and main- 
tained in such condition that accuracy in use is not in- 
convenient. A library of standard works on pharmacy 
and pharmaceutical materials should be conveniently 
available as well as current professional journals on 
these subjects. The stock of drugs and medicines should 
be sufficiently complete to insure that the interests of 
the patient will not be endangered by unduly limiting 
the physician in his selection of therapeutic agents. The 
drugs and medicines should be stored in such a manner 
that deterioration will be minimized and a stock control 
maintained to eliminate the possibility of dispensing 
deteriorated products. All the products dispensed from 
this departmeat should represent the height of the 
pharmaceutical art in their appearance and in their 
composition. Mechanical excellence should be evident ; 
and labels, glassware, containers, and utensils should 
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radiate neatness and cleanliness. All these things are 
to be expected from such a department, and I enumer- 
ate them merely to emphasize the importance even of 
such commonplace activities of the department. 


Aiding the Physician 

B. In the staff meetings, which are an established and 
valuable feature of the progressive hospital, there seems 
to be a weakness which might well be overcome by 
having the modern well-trained pharmacist in attend- 
ance. At these meetings when various cases are dis- 
cussed and the pathologist, the neurologist, the physiol- 
ogist, and other specialists have stated their opinions 
there are frequently problems of medicine which could 
best be solved with the advice of the pharmacist. As an 
example, I would mention the frequent cases involving 
anemia. The pharmaceutical progress in the manufac- 
ture of the several types of medicinal agents used in the 
treatment of these cases has been great and it is sel- 
dom that the physician has been able to keep abreast 
of the developments of this field. He has come to de- 
pend to a great extent on the “say so” of manufac- 
turers’ representatives and the literature which they dis- 
tribute. While the information gained from these 
sources is usually reliable, yet there is always the com- 
mercial aspect to consider with the possibility of prej- 
udice. It ought to be possible for the physician to ob- 
tain reliable information on the newer medicinal prod- 
ucts that are the result of pharmaceutical research 
without spending the time necessary to gain it from 
the many retail men of the pharmaceutical manufac- 
turers. Of course, the publication, New and Non-Of- 
ficial Remedies, is of great assistance in this matter, 
but like all such publications, it has its disadvantages. 
If the opportunity were given for the trained hospital 
pharmacist to present prepared talks on particular 
groups of medicines at the staff meetings, from time to 
time, the physician could gain the information with- 
out commercial prejudice. With the many synthetic 
organic chemicals that are being put on the market and 
the increased possibilities of uses for these complex 
chemical substances, it is practically impossible for the 
physician to devote enough time to the study of them 
to understand their limitations. Therefore, as a part 
of the service of pharmacy to the progressive hospital 
I would have the pharmacist attend and participate in 
the staff meetings. 


Instructing Interns 

C. As the result of conferences with many hospital in- 
terns, graduates of several medical schools, I am con- 
vinced that it would be a valuable service if the hospi- 
tal pharmacist were enabled to offer the interns a brief 
review course in prescription writing and to conduct 
several seminars on the subject of the newer remedies. 
I believe this would aid in overcoming the tendency to 
prescribe proprietary preparations which are more ex- 
pensive to the patient the use of which often leads the 
patient to self-medication and frequently leads the pre- 
scriber away from rational procedure in the selection 
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of medicinal agents. By classifying the newer remedies 
for the intern, the pharmacist would make it possible 
for him scientifically to employ those products which 
are the latest result of pharmaceutical research. 


Minor Research Problems 

D. Minor problems of research that are typically 
within the province of the hospital pharmacist arise 
from time to time. An example of this was called to my 
attention some weeks ago. A physician in a county hos- 
pital, which did not employ a trained pharmacist, had 
an interesting and unusual case. This case had been 
considered hopeless when it was turned over to this 
physician, but he made an exhaustive study of it, and 
finally decided upon a remedial agent which he found 
had been used successfully in a similar case in Germany 
some years ago. This remedy, a product chemically 
complex, was not obtainable on the market. After some 
careful experimentation we were able to prepare the 
product of the physician, and after treatment for a 
short time the patient was discharged from the hospital, 
cured. Such opportunities for coéperating with physi- 
cians in preparing unusual compounds, preparing spe- 
cial enteric coatings for capsules and tablets, and in 
solving similar problems are not infrequent. When the 
services of a capable pharmacist are not available or, 
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as in many cases, are not employed, the patient loses 
a benefit to which he is properly entitled. I believe it is 
the duty of the progressive hospital to make this serv- 
ice readily available to its physicians. 


Applying Chemical Knowledge 

E. Economy in the operation of a hospital is a factor 
that cannot be overlooked. In many of the departments 
of the hospital, such as the laboratory, the X-ray, the 
laundry, and the kitchens, the advice of one trained in 
applied chemistry can be used to effect remarkable sav- 
ings of time and materials and to increase the efficiency 
of these departments. The pharmacist as we now edu- 
cate him is capable of maintaining a chemical control 
of hospital purchases that will result in economy. 

In conclusion, I wish to emphasize the fact that phar- 
macy is a profession that is coming forward with speed 
and sureness. Our pharmacy curricula, as exemplified 
by that of the Creighton University College of Phar- 
macy, are prepared with the definite intention of hav- 
ing graduates offer the highest type of pharmaceutical 
service. I urge the executives of modern progressive 
hospitals to direct their attention to the department of 
pharmacy and to use every possible means to insure 
that it be enabled to render the great service of which 
it is capable. 





Sister M. Mechtilde, R.N., B.S. 


E ARE all intensely interested in records.* 
\ \ I might even say that we are vitally interested, 
because we are, in at least one record, the one 
of which St. John the Evangelist speaks in the twen- 
tieth chapter of the Apocalypse. We are vitally inter- 
ested in this one because, as St. John tells us, “we shall 
be judged by those things which are written” in it. 
This record which each one of us is inscribing in the 
Book of Life is the summary record of every moment, 
day, and period of our life. It is written without error ; 
it will be easily read; it will not be a dull mechanical 
chronicle, but it will teem with life — our life, depict- 
ing the gifts we have received, our opportunities, our 
failures, our successes. Lest I be charged with temerity, 
I shall not attempt a comparison, but always it is like- 
wise true that our schools of nursing, and we the teach- 
ers, are judged by what we write into our records quite 
as absolutely as are the students whose academic and 
technical standing we send out. 


The Use of Records 


Requests for records come from various sources, and 
from different sections of the country. They come from 
colleges, universities, state examining boards, stand- 
ardizing and accrediting agencies and institutions em- 
ploying graduates. These institutions ask for definite 





*Read at the 17th annual convention, C.H.A., Villanova, Pa., June 21- 
24, 1932. 


information: they expect such adaptations and tran- 
scriptions of our records as will provide the specific in- 
formation they are seeking, and according to the degree 
in which we satisfy their demand, they appraise us. 
Overproduction in the field of private-duty nursing 
directs the attention of many bright young women 
toward special postgraduate courses. They realize that 
there are splendid opportunities in the higher special- 
ties waiting for nurses who are especially prepared to 
fill them; this means an increasing demand upon our 
record librarians for the data that will qualify them 
for matriculation. Every statement we send out tells 
a story of our school. It tells what we are giving, what 
we are not giving, and what we are making of the 
young women who pass through our institutions year 
after year. In other words, we are publishing in a very 
telling way our own standards, and as a result our 
reputation — good, bad, or indifferent — is being estab- 
lished first in one and then in another section of the 
country until our standing in the world of nursing 
education is crystallized. 


Records Help Students 
Not only are records a factor in determining our 
standing in the sphere of education, but they have 
value within the school itself. They are constantly 
needed for reference by superintendent and faculty, 
because records are important as tools of discovery 
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and guidance. Good records yield knowledge so 
dynamic that they have reorganized the government 
and the curricula of schools. Indirectly they compel 
us to look to our physical plant. They reveal deficien- 
cies in classrooms, equipment, ,schedules, and instruc- 
tions ; they are, as it were, barometers telling of periods 
of fair or foul weather in the scholastic day. 

Directors of nursing schools should constantly study 
the conditions of their schools as revealed by records, 
in order that policies may be changed, modified, devel- 
oped, or justified in the light of facts. All this is an 
argument for the recognition of the principle that good 
records redound to the promotion of administrative 
and professional ideals. Experience convinces us that 
all progress proceeds, (1) from the recognition of intel- 
lectual or other deficiencies in a system, and (2) from 
the elimination or correction of their causes. 

Since the school of nursing and the hospital form a 
unit in our present system, it follows that any elevation 
of standards in the school will contribute toward higher 
standards of nursing service in the hospital, which 
after all, is the ultimate purpose of all our endeavor. 
This naturally follows because the nurse who is the 
chief beneficiary of all the improvements made in the 
school of nursing should give in the exact ratio in which 
she receives. A better instructed student should make 
a more intelligent nurse, a nurse who grasps the beauty 
that lies in service, and who because she is young, 
healthy, and full of the joy of living, brings to the 
patient courage and hope. 


Work Toward Standards 

The Committee on Education of the National 
League of Nursing tells us that “It is essential that 
a good system of records be established which will 
provide full and exact statements of the work which 
every student has done, and which will also give certain 
details regarding the health, general education, per- 
sonality, and character of each student who has been 
in the school.” This is a good definition of a complete 
record. As a result of its study the Committee on the 
Grading of Nursing Schools recommends: “That com- 
plete classroom records be kept ... that this is 
important not only during the period of training, in 
order to know what the student has completed; but 
it is also important from the standpoint of her future 
needs, when she may have to submit records of what 
her undergraduate work covered.” A detailed explana- 
tion follows to the effect that these records will be 
helpful if they include for each course the subject, 
grade, date of each class, by whom given, and the 
period of time spent in lecture, class, and laboratory. 
Here we have resolved into its minutiae the definition 
of a complete scholastic record as recommended by 
the National League. Add to this the records of health 
and efficiency, with notes on general education and 
character, and we have what might be considered a 
good, complete record. Theory, practice, and efficiency, 
combined with data on previous life and education, 
with data on residence and employment after grad- 
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uation, seem necessary to meet all the inquiries that 
are made concerning our graduate nurses. 


Qualities of Records 


Besides completeness, records should possess certain 
other definite qualities; we shall select four: simplic- 
ity, accuracy, life, and uniformity. The usefulness of 
a record system depends upon its simplicity. Intricate 
systems involve much time and secretarial skill to 
continue and preserve, and except to the initiated, yield 
little information when consulted unaided. Our system 
of record keeping should be so simple that a new 
director coming in may, in a reasonably short time, 
determine the standing and experience of any student 
in the school. Brevity promotes simplicity. Records 
should not be cluttered with data that will not be 
required later. No item of information should be 
collected which is not to be used, and none should be 
recorded more than once unless such double recording 
is essential. Duplication encumbers a system and 
diminishes its functioning power. Unless all the in- 
formation collected functions, its collection is wasted 
effort, and it will not function unless there is simplicity. 

The record librarian should determine and report 
facts with such accuracy and skillful grouping as will 
make them a timely and significant revelation of condi- 
tions. To insure this, record making must go on con- 
tinuously ; that is, the work should be so routine that 
no lapses in the record making can occur. This not only 
removes strain from the registrar, but insures complete 
records as well as exact records, insofar as patient toil 
in investigating and checking can make them complete. 
The American public is inclined to respect statistics. 
To preserve this confidence in our records should be 
the personal ambition of every record librarian. 

It is our duty to leave records behind us that are as 
individual and personal as possible. Records must be 
living entities. Under the inspiration of a record lib- 
rarian whose soul vibrates with reverence for in- 
dividual personalities, records become alive; figures 
and isolated words take living form, and we are made 
acquainted with individual nurses, individual personal- 
ities, and individual characteristics. It is the efficiency 
of the record that adds the quality of life. Through it 
we get an idea of the quality of work a student is 
doing or did; what her weak points are; we learn her 
executive ability, reliability, and neatness; her attitude 
toward patients, and her general education; all of 
which furnish us with facts which enable us not only 
to know the nurse, but to know her fitness or unfitness 
for a position for which she asks recommendation. 

Such knowledge should not be kept as the exclusive 
property of the record committee. The student who is 
making it should be given the benefit of the collected 
data which has reference to her. This gives spiritual 
value to the record, because the nurse who by low 
marks and demerits is not spurred on to greater efforts 
has no place in our schools. 
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Standardizing Influences 


The need for uniformity or standardization of 
methods in grading and recording has long been 
apparent. Much has been done because the trend of 
nursing education has required it. There is constant 
need of some standard by which the work done in our 
schools of nursing shall be evaluated in terms under- 
stood by technical schools and colleges. This has been 
accomplished by those schools which have affiliated 
with colleges, but it is still far from universal. Again, 
state registration laws compelling small schools to affi- 
liate with larger schools necessitate similar systems of 
grading and computing credits in order to do the affi- 
liated student justice both at home and in the larger 
school. Furthermore, for registration of nurses by 
reciprocity in another state uniformity is most desir- 
able. 

Standardization and simplification of records, from 
the standpoint of state boards of examiners, directors 
of schools, and the national headquarters, have been 
subjects of study by the National League of Nursing 
Education which is now the educational department 
of the American Nurses’ Association. We have not 
yet the official recommendations from the San Antonio 
Convention, but centralization of nursing education 
and centralization of nursing service were counseled 
by one of the speakers. The Committee on Education 
is working on a national curriculum, which it proposes 
to complete in the next few years. Moreover, it is 
working through the various state boards of examiners 
to enforce standards set up by the Grading Committee. 

Our own Association has also been working to secure 
a record system that will meet the requirements of 
any agency. As you know, the Catholic Hospital Asso- 
ciation in convention at St. Paul, Minnesota, last June, 
committed itself to a program for the standardization 
of our schools of nursing. To study this problem the 
Council on Nursing Education came into being. The 
Association passed the following resolution regarding 
scholastic records : “The records of the school shall not 
only be completely kept but shall also be such as to 
conform to collegiate standard.” To this end this Asso- 
ciation’s committee and the executive officers were in- 
structed to draw up in the course of the next year an 


treatment of sick and injured persons are said 
to have been in use more than 1,000 years ago in 
Europe.* There were several in Colonial America, but 
they were not numerous. They must have evolved 
slowly. They were not suppressed nor concealed. 


Pp LACES apart from the home for the nursing and 


*Read at the 17th annual convention, C. H. A., Villanova, Pa., June 21-24, 
1932. 
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acceptable record blank or blanks which, as far as 
possible, should effect uniformity in all the schools of 
the Association. 

In October and February, the Council on Nursing 
Education of the Catholic Hospital Association met 
in St. Louis and Chicago, respectively. “Various forms 
of scholastic and health records in use in the schools 
of nursing and in colleges were presented and a brief 
comparative study of such forms was made. The state 
requirements and permanent scholastic records in 
various states were reviewed.” The study is not yet 
complete. Because of the diversity of requirements by 
the various states in the matter, the Council has not 
yet made any positive recommendations. After further 
study of the extent of the diversity, it aims to for- 
mulate a record form which will provide “fully for 
the special state requirements, and adequately meet 
the demands of an acceptable scholastic record.”” The 
privilege of elaborating or extending the records to suit 
their own individual needs or desire can still be 
retained by the schools. In this way our schools work- 
ing with and through the Association will solve their 
own problems of record keeping. 

There is one more aspect of records which, according 
to relative values, is the greatest, because the most 
lasting. We are religious consecrated to the work of 
promoting the glory of God not only in our own lives, 
but in the lives of others. All our work, all our efforts 
to improve our schools of nursing must have this end 
in view. Monthly records bring to the nurse knowledge 
of her powers and her weaknesses; in this sense that 
they bring self-knowledge they are like particular 
examens. A right use of the monthly record in the 
school should help the nurse to overcome her deficien- 
cies and to develop her latent possibilities not only in 
what pertains to nursing, but much more in what 
pertains to life. Placing her feet in the right path, 
directing her gaze toward spiritual heights — even to 
the Mountain of God— may we not hope that our 
stimulating the nurse by scholastic records during her 
three years’ training, will enable her to stand high in 
the record of life, so that when the recording of time 
is over, when the book of life is open, our students, one 
and all, shall find their names inscribed therein. “And 
so Time is conquered, and the Crown is won.” 


Whatever advantages they presented must have been 
apparent. There was no law to keep people from using 
them, so far as we know. Why, then, did hospital de- 
velopment sleep along until the closing years of the 
nineteenth century and then awaken and swing into 
a pace that previously was unheard of ? 

There are fairly complete data regarding individual 
hospitals even in the prerevolutionary period, some of 
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which are among existing institutions of the present. 
But, so far as we know, no complete census of hos- 
pitals in the United States was published prior to 
1873 when the report of a survey begun the previous 
year by the United States Department of Education 
was published ‘in the Transdctions of the American 
Medical Association, Volume 24. That report gave the 
names of 178 institutions and the data turned in by 
them. It said that 146,472 patients were admitted in 
1872; that there were 35,604 beds; that 18 hospitals 
had over 400 beds, 38 between 200 and 400 and 46 
between 100 and 200 beds. Fifty-three hospitals re- 
ported from New York state, 22 from Pennsylvania, 
17 from Illinois, and 13 from Massachusetts. Fifteen 
hospitals reported that they were supported by cities, 
4 by counties, 7 by religious bodies, and 67 “by pa- 
tients and other sources.” Since many institutions that 
were established before that time and that are still in 
existence are not named in that early list, it would 
seem that the figures fall short of an accurate ac- 
count of hospital facilities, but it is complete enough 
to establish a basis for comparison with the present. 
By supplementing the census of 1872-73 with data 
now on file regarding hospitals which existed at that 
time but did not report and were not included, it is 
estimated that the total number of beds must have 
been around 50,000. Regarding hospitals and their 
capacity, for 37 years after 1872 there is a dearth of 
reliable figures. In 1909 a fairly accurate census of 
hospitals gave the number at 4,359 with a capacity 
of 421,065. Taking the figure of 50,000 beds in 1872 
and spanning the years until 1909, and giving each 
year its proportionate rate of increase in order to meet 
the authentic figures available for 1909 and from then 
on down to the present time, we know approximately 
the total bed capacity of hospitals at any given time 
during that period. Anyone can work this out mathe- 
matically and verify the results. Since, in 1872 there 
must have been around 50,000 beds and a population 
of 40,877,853 there was a ratio of one hospital to 817 
people. In 1880, the ratio was one bed to 590 people. 
In 1890, one bed to 419 people. In 1900, one bed to 
304 people. In 1910, one bed to 208 people, and in 
1920, one bed to 158 people. In 1930, there was one 
hospital bed to 128 people and the same for 1931. It 
required just sixty years to increase from fifty thou- 
sand to one million beds. In that time the ratio of 
beds to population has increased to six times the ratio 
at the beginning of the period. The accompanying 
tabulation records this development. 
Sixfold Increase in Use of Hospitals in Sixty Years 
Ratio of Beds to People, 1872 to 1931 
Ratio Beds 

to Population 

1 bed to 817 people 
1 bed to 590 people 
1 bed to 419 people 
1 bed to 304 people 
1 bed to 208 people 
1 bed to 158 people 


1 bed to 128 people 
1 bed to 128 people 


Hospital Beds 
50,000 
85,000 

150,000 
250,000 
443,348 
669,639 
955,869 
974,115 


Population 
40,877,853 (Est.) 
50,155,783 
62,947,714 
75,994,575 
91,972,266 
105,710,620 
122,775,046 
124,481,488 (Est.) 


Year 
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Comparison of ratio of beds to people 1872 and 1931 shows that 
hospital beds have increased six times (817 divided by 128) as 
fast as population. 

If people at the present time used hospitals no more 


freely than they did in 1872, our 124,481,488 would 
need only 152,364 hospital beds or a little more than 
the number of beds which now suffice for New York 
state alone. What caused this spurt in the use of hos- 
pitals? For the causes we must look to other things in 
addition to the increase of population. In 1872 one 
person in 279 was treated in a hospital; during 1931, 
one in 17 persons in the United States was treated in a 
hospital, not counting out-patients. Why do sick or 
injured persons go to hospitals to a greater extent 
now than they did sixty years ago? The answer will 
tell us whether the country has reached the saturation 
point in the building of hospitals, and will call sig- 
nificant present-day trends to our attention. 
Changes in Medical Practice 

Evidently there have been causative factors at work 
in recent years which did not operate in previous pe- 
riods. One of the causes for the growth of hospitals 
during these decades must have enabled men to ascer- 
tain the relation of bacteria to disease; methods of 
infection and transmission of disease led physicians 
and nurses to change their methods radically, and to 
combat disease on the basis of new knowledge. New 
methods of isolation and sanitation called for new de- 
vices which prepared the way for institutions. Along 
with this came the development of aseptic surgery 
which required a technique that was at once expensive 
and perhaps impossible to establish in a home for the 
sake of a single operation; but once established and 
properly developed in a hospital, could be repeated as 
often as operations were performed. 

Related also to aseptic surgery was the development 
of anesthesia whereby the amount of surgery that 
could be undertaken with safety and with promise of 
successful results was tremendously increased and the 
danger to patients correspondingly lessened. Anes- 
thesia could be more conveniently administered in a 
hospital than in a home. The equipment of the oper- 
ating room itself for aseptic surgery and for the ad- 
ministration of anesthesia and for the observance of 
the technique and procedure growing out of knowl- 
edge of the bacterial origin has made the modern op- 
erating room what it is today—a highly specialized 
department furnished with technical equipment that is 
seldom found outside of a hospital. The operating 
room made the hospital a necessity. 

The discovery of X-ray and its application to diag- 
nosis and treatment of human ailments and injuries 
brought into medical practice a new invention which 
has become indispensable. It is not always possible 
or practicable for a physician to possess such equip- 
ment. The same might also be said of the modern 
clinical laboratory which, by means of diagnostic pro- 
cedures, has made available better facilities for the 
diagnosis of disease than could ordinarily be obtained 
outside of a hospital. 
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Another help to the growth of hospitals has been the 
nursing department. Not only have hospitals made 
the training of nurses necessary but also the training 
of nurses made the hospitals possible. We can more 
easily provide nursing for six patients in one place 
than we can for six patients scattered in different 
towns and perhaps miles apart. Besides, nursing serv- 
ice can be made more effective in a hospital than it 
can be under home conditions. The physician is con- 
fident that the treatment or medication he prescribes 
in the hospital will be carried out. Not so in the home. 

What is true of nursing service is also largely true 
of medical service. A doctor can see more patients, 
and see them more quickly, in a hospital than he could 
if they were scattered in their homes. Many of the 
routine procedures which formerly required the pres- 
ence of a doctor can now be carried out by hospital 
personnel, thus permitting the doctor to attend to 
other essential duties. 


Changes in Medical Education 

All of the changes in medical practice are reflected 
in medical education, because medical education is 
very largely teaching to young physicians what others 
have learned. Medical students and interns observe 
as many varieties and types of diseases and injuries 
in a hospital in one year as they might see in the av- 
erage practice of medicine in ten years or more. Also, 
with the development of medical science physicians 
have found ways of performing difficult procedures, 


many of which could scarcely be undertaken outside 
of a hospital. 


Social Developments 

All these things that have come about within a few 
decades have made hospitals necessary and useful in 
ways of which the physician of previous days may not 
have thought. There are also social and economic 
urges causing people to go to hospitals. Among these 
are the higher standards of comfort and convenience, 
ordinarily called higher standards of living. We are 
no longer willing to put up with sickness in the home. 
The custom of neighbors taking turns at preparing 
meals, giving baths, making poultices and doing the 
many other procedures that were commonly practiced 
in the care of the sick, would today upset the home 
program and be regarded as little short of a nuisance. 
Indeed it is a question whether the growth of apart- 
ment houses, by which people are thrown together 
into close contact has not been a decided factor in 
causing them to prefer the hospital as a place in 
which to recover from illness or injury. 


Economic Factors 

Along with changes in medical practice, with discov- 
eries and procedures which were not practicable in the 
home or in the doctor’s office; with changes in medi- 
cal education which made the assembling or grouping 
of patients necessary; with advancing standards of 
comfort and convenience and with the popular spread 
of scientific information, there was prosperity and 
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rapidly increasing wealth. Under such conditions, with 
the American genius for organization, the ease with 
which concerns can be incorporated, money raised, and 
buildings constructed and equipment obtained, it is 
no wonder that the building, owning, and operating of 
hospitals in the United States grew from an insignifi- 
cant side line to the proportion of a major enterprise. 
There are still other forces, among which we should 
mention facilities for taxation, whereby the desire for 
a hospital in almost any community, whatever its 
needs, may be realized by securing the approval of a 
bond issue by a none-too-thinking public. 

In the development of our one-million-bed system 
great credit is due to the generosity of givers, includ- 
ing the donors of money along with those individuals 
and groups who give their lives and their services and 
physicians who have contributed free medical and sur- 
gical services for the indigent. Probably the one most 
potent cause back of this great work is the desire to 
serve—particularly the desire to relieve and prevent 
suffering. 

The million-bed hospital system of America today, 
admitting fourteen patients every minute, is something 
of which all of her citizens can justly be proud. But 
even a good thing can be overdone and abused. The 
primary purpose of hospitals is for the care of the sick 
and injured—the promotion of health and well-being. 
The legitimate sphere of hospitalization is the care of 
the sick and injured who cannot as well or better be 
cared for in the home or elsewhere. If and when hos- 
pitals are built and operated from motives other than 
the care of the sick and injured, the people of the com- 
munity will suffer the consequences and pay the bill, 
no matter what the auspices are that conduct the hos- 
pital. And this taxation eventually will react on the 
hospital itself. The elimination of unnecessary hos- 
pitals through the survival of the fittest is a slow and 
expensive process. It is much better to suit the hos- 
pital service to the needs of the community. 

The next step after overbuilding of hospital facili- 
ties is the unnecessary hospitalization of patients, and 
along with that the performing of unnecessary opera- 
tions and other useless medical procedures, all very 
aptly called traffic in human beings. Much better it 
will be when hospitals are built, equipped, and oper- 
ated in accordance with the physical, social, and eco- 
nomic needs of the people of the community. 

Hospitals have been growing at the rate of nearly 
25,000 beds a year for 25 years. This rate, of course, 
will not be kept up. But hospitals will continue to be 
built, and their building and operation will have to be 
governed by conscious, intelligent direction. Both gov- 
ernmental and nongovernmental agencies need to 
avoid such mistakes as have occurred in the past, such 
as the free care of veterans for nonservice-connected 
disabilities at the expense of overburdened taxpayers 
and to the disgust of self-respecting veterans them- 
selves, while in acceptable civilian hospitals there are 
over 100,000 idle beds. ° 
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MEDICAL PRACTICE AND MEDICAL 
ECONOMICS 

As a shadow coming over the horizon, whether 
promising or threatening we do not know as yet, Medi- 
cal Economics is occupying more and more of the 
thinking of all of those interested in medical practice. 
Centralization of interest in the subject has been due 
to a great many factors. Decade-old complaints con- 
cerning the extravagancies of medical costs to the 
patient; the resentments of those who viewed with 
alarm the public’s increasing investments in hospitals 
and other buildings and organizations interested in 
the promotion of health; the creation of the Com- 
mittee on the Costs of Medical Care; the recent in- 
crease in a number of those claiming free medical at- 
tention due to the financial embarrassment consequent 
upon the depression and most of all the increasing 
intricacy of progressively elaborate diagnostic pro- 
cedures —all these factors and surely many others 
have had their influence on promoting interest in the 
subject of Medical Economics. 

If we stand aloof and watch the conflict of opinion, 
the assembling of minds on both sides of countless 
questions involving medical costs, we cannot but be 
struck by the fact that the opinions of different in- 
dividuals and groups on medical costs emerge practi- 
cally in all cases from the mental substratum of those 
same individuals or groups. Relatively little attention 
is paid to the safeguarding of ages of experience, to 
the logical basis for a suggested change, to underlying 
principles or to other basic considerations. The medi- 
cally minded, among them the larger percentage of our 
practitioners of medicine, still cling, or perhaps it 
should be better said, cling with increasing tenacity to 
the literal interpretation of the single principle that 
the relation between patient and physician must, by its 
very nature, be ever a personal one. The socially 
minded, among them chiefly those workers who have 
learned to interpret all the realities of life in terms 
of commodity values, are insisting that medical service 
can, and in the future must, be purchased like any 
other service. In the presentation of viewpoints, truths 
and untruths and half truths are so intermingled that 
even with the most careful thinking it is difficult to 
retain an objective frame of mind and long before one 
has progressed even appreciably toward the heart of 
the problem, subjective opinion, prejudgments, and 
personal attifudes have exercised their full sway. 

The recent utterances of Mr. Edward A. Filene, a 
prominent merchant of Boston, Mass., before the Yale 
University Clinical Congress, have been given con- 
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siderable publicity and have elicited some editorial 
comment. The Commonweal of October 12 (page 547) 
says that “Mr. Filene goes straight to the heart of the 
matter by speaking of the plight of the man of average 
income today who, as most of us have the best reason 
to know, is taxed disproportionately in his medical 
bills to support the system of experts, laboratory, re- 
search, and equipment and elaborate hospital care. 
That this man is entitled to ‘the best preventive and 
curative medical care at a price within his means,’ is 
self-evident.” On reading this presentation one won- 
ders about several things: (a) Whether Mr. Filene has 
really gone straight to the heart of the matter; (6) 
whether the man of average income today is taxed dis- 
proportionately in his medical bills; (c) whether this 
taxation of the man of average income really supports, 
or supports to even an appreciable degree, the system 
of experts, laboratory equipment and hospital care; 
(d) whether a man of average income is entitled to the 
best preventive and curative care at a price within his 
means; (e) whether all of this, especially (d) is self- 
evident. 

Upon each of these phases of the problem much 
thought has been expended. Not only is it not clear what 
is meant by the dest preventive and curative medical 
care, but there seems to be considerable question about 
what might be meant by adequate preventive and cura- 
tive medical care. And as for the vague suggestion that 
the best preventive and curative medical care should 
be furnished “at a price within the means” of the man 
of moderate income and as to what the man of 
moderate income is entitled to, it seems that we have 
been discussing for decades a real meaning and the 
implication of such words as the “minimum wage,” 
the “living wage,’ and yet the final answer is not 
even peeping around the corner. The man of moderate 
means, on the same line of argument, is entitled to the 
best food and the best clothing and the best lodging 
at a price within his means and if this is pronounced 
as driving a logical principle to absurdity, one can 
only subsume that perhaps the original statement 
might merit some modification. 

America, October 8, 1932 (page 7), uses one of Mr. 
Filene’s phrases as a peg for a most valuable thought. 
Mr. Filene said of physicians that “as far as the appli- 
cation of business principles to their profession was 
concerned, they are still in the ox-cart stage.” Our 
esteemed contemporary comments, “It will be better 
for humanity and better for the physician himself to 
ride along in an ox cart than to step into a limousine 
acquired by keeping one eye on the patient and the 
other on his pocketbook.” Yet America grants that the 
physician is entitled to his fee and again it seems the 
heart of the problem has not been touched for the 
physician after all must find ways of safeguarding his 
financial interests. 

The Journal of the American Medical Association in 
an editorial in the issue of October 8, 1932 (page 
1264), approaches the question from a decidedly 
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factual basis. Incidentally it mentions Mr. Filene’s 
“tacit indorsement” of certain medical economic 
schemes “among public and private utterances.” The 
editorial calls attention to two corporations, “National 
Medicine, Inc.,” and “United Medical Service, Inc.,” 
both of which organizations, according to The Journal 
of the American Medical Association editorial “strike 
at the very basis of sound medical practice . . . [and] 
interfere seriously with the advancement of medical 
science. . . .” The possible conflicts in viewpoints be- 
tween the business attitude toward the patient and the 
medical attitude toward him is well summarized by 
the editorial. The implications of contract practice are 
pointed out. The right of the patient to medical service 
which implies “a personal responsibility for each 
patient on the part of the physician and a sense of in- 
dividual attention from the physician” is vindicated. 
If the demands of our social status can be met only by 
a clear recognition and appreciation of personal rela- 
tionships between patient and physician, the personal 
responsibility of the physician for the patient, then 
certainly any scheme by which medical service is sold 
to the public by commercial corporations, no matter 
in what guise the selling takes place — on a demand 
basis with promissory note, or by contract, and no 
matter on what basis the commercial corporation 
operates, whether frankly as a profit-producing stock 
company or as a partnership conducting a group clinic 
or as an insurance company controlling the employ- 
ment of physicians and nurses, the end-result will fall 
short of our rightful expectancy. 

As a last pronouncement symptomatic of the present 
situation, we may call attention to Dr. Leland’s article, 
“Some Phases of Contract Practice,” in The American 
Medical Association Bulletin, October, 1932, an article 
which deserves the most careful study of every phy- 
sician and hospital administrator. We quote from a 
paragraph entitled, “The Effects of General Economy 
Depression on the Medical Profession”: “During 
periods of financial stress, opportunities frequently 
present themselves to disregard the principles of ethics 
and because of the exigencies of the moment to fall 
into undesirable and dangerous practices.” 

Any person, no matter how well advanced in the 
present-day thinking on these vexed and involved 
questions, would be considered foolhardy if he at- 
tempted to dogmatize upon any phase of them. Yet 
even in the face of the risk of such a danger it is not 
safe to cling to a principle which has in the past proved 
its universal acceptability and without which the prac- 
tice of medicine, as we understand it today, would 
surely have been impossible. Fundamentally, the ques- 
tion really revolves around the meaning of the per- 
sonal relationship between patient and physician. If 
this principle is worth saving, even in a modernized in- 
terpretation, then surely it ought not to be too difficult 
a matter to point out that this or that eutopian scheme 
threatens the destruction of sound medical practice. 
If the difficulty lies in the fact that most all of the 
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schemes recently propounded rather obviously violate 
this principle, we can only hope that the genius may 
arise who will formulate the physician’s relations to 
his patients and their reciprocal relations in such a 
manner that both the needs of the patient for medical 
care and the socio-economic demands of both the 
patient and the physician have been satisfied. In the 
meantime, however, to talk today about “guild medi- 
cine” or “group practice” by stressing only the eco- 
nomic aspect of such an arrangement, may prove to be 
just as dangerous and just as reactionary as to discuss 
individualized practice with undue stress upon indi- 
vidual economic rights and obligations. Some day 
someone might offer a solution to our problem. In the 
meantime, the one tried principle, even in the face of 
the trend toward socialization, seems to be the one 
which emerges from our own desires not when we are 
counseling around the committee table or evaluating 
the arithmetical summaries of the hospital accountant 
but when we, any of us, are lying flat upon our backs 
as the patient. Then we want individual care, “Do unto 
others as you would have others do unto you.” We 
must safeguard the principle of individualized respon- 
sibility centered in the doctor for the individualized 
care given by him to his patient. And that individual- 
ized responsibility and individualized care surely imply 
the many reciprocal liberties as well as obligations in 
securing medical attention.— A. M. S., SJ. 


CARDINAL BOURNE’S MESSAGE TO 


PHYSICIANS 

On the occasion of the Centenary Celebration of the 
Foundation of the British Medical Association, His 
Eminence Cardinal Bourne preached the sermon in the 
Westminster Cathedral faking as his text the words 
from Genesis (i. 26-27), “And He said: Let Us make 
man to Our image and likeness. . . . And God created 
man to His own image, to the image of God He created 
him.””? 

The Cardinal spoke words so full of insight into the 
true function of the physician that we might well hope 
that the words will live in the inspirational literature 
of medicine as a most valuable contribution of a great 
Churchman to the idealism of the medical profession. 

After having referred to the hundred years just past 
as a period in which “many a great scientific event [has 
taken place] with lasting consequences to the welfare 
of humanity,” the Cardinal commented upon the fit- 
ness of assembling before God’s altar, to thank Him 
“Who alone could have inspired the long toil and per- 
sistence of sacrifice.” His Eminence then continues to 
comment upon the Godlikeness of man and in the 
course of his discussion he tells the physician that “the 
mission of the medical man, to regard it from the 
highest standpoint, is to codperate with the Creator, 
to maintain directly so far as the body is concerned, 
indirectly in the case of the soul, the wonderful like- 





1For a reprint of the sermon see The Catholic Medical Guardian (1932), 
Vol. X, p. 174 
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ness which God has set up between every human 
creature and Himself.” It is in this mission that 
Cardinal Bourne sees “a divine work in enabling the 
body, as perfectly as human limitations will allow, to 
render to the immortal soul which informs it, power 
and capacity to do its work ‘on earth.” And then he 
addresses himself directly to the assemblage of physi- 
cians: “To you it is given, by your realization of the 
eternal destiny of man, by your intimate knowledge 
of the interplay between soul and body, to enable those 
who claim your skill and seek your knowledge to carry 
out the purpose that God had in placing them in this 
world.” 

What a difference between such a concept of the 
physician’s work and those which in a drab and de- 
pressed world are today only too often stressed. All of 
us need the stimulation of the larger thought and the 
greater ideal from time to time, especially when in the 
maze of detail in our professional work our views are 
narrowed and our strivings become all too confined. 
His Eminence’s words, therefore, cannot but be deemed 
deeply helpful, “These are considerations that should 
be ever present to your minds, because they lift your 
work — often repugnant in its details, disappointing 
in its results, claiming patience and forbearance in so 
many ways — to the real plane on which you ought to 
regard it.” 

Elevated as this conception is the Cardinal begs the 
assembled physicians “that nothing in yourselves in- 


dividually, or in your great calling as a whole, should 
ever detract from the perfection of the service that you 
are able to render to your fellow creatures and to God 
in them.” 

If such a prayer were fulfilled to the letter many of 
the difficulties in the practice of medicine would be 
solved. — A. M. S., S.J. 
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AMERICAN COLLEGE OF SURGEONS 
HOSPITAL STANDARDIZATION 
REPORT 

It is again gratifying to the officers of the Catholic 
Hospital Association to note the increasing number 
of Catholic hospitals which appear in the 1932 Hos- 
pital Standardization Report of the American College 
of Surgeons, just published. A year ago 483 Catholic 
hospitals had received recognition from the College, 
today 496 are so recognized. Among these institutions 
not fewer than nineteen were transferred from the 
conditionally approved list to the fully approved list ; 
seven new conditionally approved and five fully ap- 
proved new hospitals were added to the list; all this 
for the hospitals of the United States. Among the 
Canadian institutions, four were changed from the 
conditioned to the fully approved group and two new 
Canadian Catholic hospitals were added to the con- 
ditioned list. Only one of our hospitals was dropped 
from the list. 

We wish again to call attention to the totals for they 
tell more eloquently than any long words could, how 
intimate is the sympathy extended by our Association 
to the American College of Surgeons in fostering the 
latter’s standardization plan. This plan has been 
attacked recently from several sources but whatever 
is said about it, this much seems certain that this plan 
has been most effective in perfecting all the institutions 
which consider it practicable to achieve this distinc- 
tion. We congratulate the hospitals which have been 
added to the list as well as those which have merited, 
through the last year, the status of a “fully approved” 
hospital and we again encourage those institutions 
which have not as yet been placed upon the approved 
list to bend every effort to achieve this mark of hos- 
pital distinction —A. M. S., SJ. 





AMERICAN COLLEGE OF SURGEONS STANDARDIZATION REPORT 1932 
Hospitals Changed from “Conditioned” to “Fully Approved” 


UNITED STATES 
Arkansas Eldorado 
California Fresno 


St. Agnes 


Warner-Brown 


Sisters of Mercy 
Sisters of the Holy Cross 


Illinois 
Kansas 
Missouri 


Montana 
New York 


Ohio 
Oregon 


Pennsylvania 
South Dakota 


Tennessee 
Texas 


Washington 


Aurora 
Garden City 
Cape Girardeau 
St. Charles 
Springfield 
Havre 
Buffalo 
Yonkers 
Warren 
Ontario 
Meadville 
Deadwood 
Rapid City 
Knoxville 
Paris 
Sherman 
Seattle 


St. Joseph’s Mercy 
St. Catherine’s 

St. Francis 

St. Joseph’s 

St. John’s 

Sacred Heart 

Buffalo Hosp. Srs. of Charity 
St. Joseph’s 

St. Joseph’s Riverside 
Holy Rosary 

Spencer 

St. Joseph’s 

St. John’s 

St. Mary’s Memorial 
St. Joseph’s 

St. Vincent’s 
Columbus 


Sisters of Mercy 

Sisters of St. Dominic 
Sisters of St. Francis 
Sisters of St. Mary 

Sisters of Mercy 

Sisters of St. Francis 
Sisters of Charity 

Sisters of Charity 

Srs. Holy Humility of Mary 
Dominican Sisters 

Sisters of St. Joseph 
Benedictine Sisters 
Benedictine Sisters 

Sisters of Mercy 

Sisters of Charity 

Sisters of Charity 

Sisters of the Sacred Heart 
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CANADA 


HOSPITAL PROGRESS 


Banff Mineral Springs 
Hotel-Dieu de |’Assumption 


Alberta Banff 

New Brunswick Moncton 

Quebec Quebec _ H6pital de l’Enfant Jesus 
Saskatchewan Humboldt St. Elizabeth’s 
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Sisters of St. Martha 
Sisters of Charity 
Dominican Sisters 
Sisters of St. Elizabeth 


“New” Hospitals — “Fully Approved” 


UNITED STATES 


Lewis Memorial Maternity 


Sisters of Charity 
Sisters of St. Francis 
Sisters of Charity 
Sisters of St. Francis 
Sisters of Charity 


Sisters of St. Francis 
Sisters of St. Francis 
Sisters of St. Joseph 
Sisters of Mercy 

Sisters of St. Francis 
Sisters of the Holy Family 
Sisters of St. Joseph 


California San Bernardino St. Bernardine’s 
Florida St. Petersburg St. Anthony’s 
Illinois Chicago 

Rockford St. Anthony’s 
New Jersey Montclair St. Vincent’s 
CANADA: None 

“New” Hospitals — “Conditioned” 
UNITED STATES 
Indiana Indianapolis 
(Beech Grove) St. Francis 

Michigan Hamtramck St. Francis 

Monroe Mercy 
North Dakota Williston Mercy 
Oregon Baker St. Elizabeth’s 
Texas Mineral Wells Nazareth 
West Virginia Parkersburg St. Joseph’s 
CANADA 
Ontario Cornwall Hotel-Dieu St. Joseph 


Guelph 





St. Joseph’s 





Religious Hospitallers of St. Joseph 
Sisters of St. Joseph 





has become almost epidemic, an analysis of hos- 

pital activities does not reveal much consideration 
of the need of the proper type of nursing organization.* 
As a matter of fact, the policy of the hospital toward 
the department of nursing is about as follows: 

1. In the rank of importance, it is considered one 
of the lesser activities. 

2. In making up the budget, funds are well-nigh ex- 
hausted when the item “nursing” is reached ; hence the 
shortage. 

3. When curtailment is necessary, it is the first item 
attacked. 

4. The development of the nursing personnel is fre- 
quently based on the question of finance, rather than 
departmental needs and the essential qualifications of 
the incumbents. 

5. The professional development of the group is not 
of general interest. 

6. Particular selection as to fitness for the positions 
is the exception rather than the rule. 

This criticism is not directed against Sisters’ hospi- 
tals any more than others. It is just the usual assump- 
tion that nursing is not all-important. 

The term “organization” may be defined as “the 
systematic union of individuals in a body, whose offi- 
cers, agents, and members work together for a common 
good.” Were it possible to effect the principle of this 


[: the present day, when the fever of organization 





*Read at the 17th annual convention, C.H.A., Villanova, Pa., June 21- 
24, 1932. 


Organization of the Nursing Staff 
Sister M. Laurentine, R.N. 


definition among the nursing group, and in their rela- 
tions with all other departments of the hospital organ- 
ization, we would go far toward reaching an ideal. 

When we plan the organization of a nursing staff we 
presuppose at least two things: 

1. That there is an adequately equipped hospital. 

2. That there is a properly organized medical staff, 
whose members are not only trained in their profes- 
sional duties, but possess, also, high standards of 
ethical principles. 

This last is emphasized because of the well-known 
fact that in every locality there are medical graduates 
lacking in either professional skill, or ethical ideals, or 
both, and the nursing group cannot be oblivious of the 
effect of such men on nursing standards. 

With the hospital and medical staff properly estab- 
lished, what shall guide us in developing the nursing 
organization ? 

1. We consider the patient, whether he is acute or 
chronic. 

2. Educational purpose: Are we in a community 
where education is an essential duty ? 

3. Maintenance of standards: Must we plan our 
group to help keep up ideals which may be somewhat 
unstable ? 

4. Community service: Have we an obligation to 
spread our organization to meet community needs? 

All of these factors will of necessity influence the 
kind of nursing staff, and the caliber of the people who 
comprise that staff. If we are to teach, and if we are 
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to go out in the community, obviously we must have 
people with sufficient native ability, plus the general 
and professional education, to enter these fields. 

In a general sense, in the nursing staff may be in- 
cluded : . 

1. A Governing Body, Board of Trustees, the Med- 
ical Staff, and Superintendent of the hospital. 

2. School Administrators, depending on the type of 
nursing staff, whether graduates or students, or both. 

3. Nurses — graduate, student. 

4. Nonprofessional assistants. 

The Governing Body is usually active only in an 
advisory capacity, and the link between the trustees 
and the physicians on the one hand and the nursing 
group on the other, is the hospital superintendent. 
Much of the success of the nursing organization de- 
pends on the interest of this officer, and in many in- 
stances, his or her attitude is reflected in the other 
members of the governing body. There should be an 
opportunity for direct contact between these two 
groups, and this is accomplished in some hospitals by 
a school-of-nursing committee, on which the board and 
medical staff are represented, with members of the 
nursing faculty. 

School Administrators: Here we decide whether or 
not there shall be a student or all-graduate body. 

Before organizing a school it is well to consider the 
responsibility entailed. There are standards to be set, 
and let them be high and conscientiously maintained. 
Then there must be need for such a school in the com- 
munity. There must be students who want this edu- 
cation, and evidence of a continuance of these students 
throughout subsequent years, so as to warrant the cost 
of installation of the necessary equipment. There must 
be a teaching faculty, classrooms, laboratories, public- 
health activities, variety, and number of patients. 
There must be teachers with special training in the 
subjects to be taught. It is difficult to say what con- 
stitutes the minimum number of students that shall 
be considered necessary for a school. It all depends on 
these teaching facilities and on the willingness of the 
hospital to spend money for education. 

In the small hospital of forty or fifty beds, it would 
seem quite an extravagance to maintain a school, as 
the cost of providing teachers for special subjects, such 
as chemistry, psychology, and public health, added to 
laboratory equipment and space, would certainly un- 
derbalance the service necessary for the education of 
these students especially when each class number 
would be only six or eight. 

It is imperative that we follow carefully and com- 
pletely the curriculum which we offer to students, and 
that all subjects be taught in proper sequence. It is 
useless to emphasize to the students the importance 
of honesty and integrity in their technique of theory 
and practice, if they are daily the victims of breach of 
promise on* our part. If basic sciences are necessary 
as such, and they are only taught after the student 
has absorbed the practice by apprenticeship method, 
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then we should not list them as basic sciences. If thirty 
classes are outlined for a student, and she is readily 
excused when a head nurse deems her services are 
essential to the particular floor to which she is assigned, 
then we should not specify this course as thirty hours. 

We are not unconcerned about the patients; we are 
fully cognizant of the necessity of bedside care and the 
hospital’s responsibility to respect the patient’s right 
to it, but there is also a legitimate responsibility to 
the students we admit, when we set ourselves up as a 
teaching hospital. It is so easy to write up a curricu- 
lum, and so easy to put ourselves on record as sub- 
scribing to certain educational standards, but the ful- 
fillment of these subscriptions sometimes entails ap- 
pointments and financial outlay beyond our expecta- 
tions. 

We should by all means contribute to the field of 
education, and if we are adequately equipped, let us 
do it, and do it well. The Sisters’ hospitals should be 
very well adapted to the teaching function and with 
the possibilities for permanence of staff, there is an 
excellent opportunity for progressive development 
along educational lines. 

Deciding, therefore, that there shall be a student 
body, there is the question of the selection. The stand- 
ards accepted at St. Paul last year are doubtless well 
known to all of you, and it seems entirely proper that 
we make our selection of students as carefully as do the 
colleges. Full academic credits, plus scholastic standing 
of at least the upper half, should be the minimum re- 
quirement. Even though a student has four years of high 
school, she will not be able to carry nursing science 
if she has had to struggle to make passing grades in 
high-school subjects. It is expensive to receive, educate, 
and dismiss students, and for this reason selection 
should be made previous to admission, if possible. 

There would not be time for the discussion of the 
type of student we may want in our nursing school. 
Briefly, let us be critically selective and that in the 
early period of the course. It may not be possible to 
make an absolute decision in the preliminary term, 
and maybe not in the first year, but be sure the nurse 
is not carried over who shows in the first third of the 
course that she is neither intellectually nor tempera- 
mentally fit. The opinion of the entire faculty, rather 
than one or two, might better be obtained in the con- 
sideration of these matters and good common sense, 
rather than sentiment, be the guiding principle. 


Faculty 


The question of the faculty is also provided for in 
the standards of the Catholic Hospital Association. It 
is necessary for teachers to be thoroughly prepared 
and to go on in their personal education. College work 
in cultural and professional subjects, attendance at 
institutes, and at local and general conferences where 
educational topics are discussed, is imperative to all 
incumbents of teaching positions. Let us not be too 
mathematical in the matter of credits and degrees, as 
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regards our faculty, but rather make our pronounce- 
ments in favor of character and personality, initiative, 
enthusiasm, breadth of vision, and an ambition to ac- 
quire and practice new knowledge, new methods and 
new ideas, be they cultural or professional learning. 

It is to be understood that our teachers (and when 
we speak of teachers, we are including head nurses) 
should have definite educational background. We can- 
not ask more of our students than of those whose duty 
it is to be leaders to greater knowledge, and they 
should be selected with some consciousness of their 
fitness for the particular work they are to do. For in- 
stance, in pediatrics, everyone does not understand the 
psychology of children, and especially sick children. 
A head nurse with special postgraduate training in 
pediatrics, and college work dealing with the prob- 
lems encountered in a department of this kind, is of 
greater value than one with a college degree who has 
taken a number of courses in unrelated subjects. 

In the higher education of nursing Sisters, it is well 
to use a good road map and keep in view a definite 
goal that is both pertinent and practical. It is fairly 
easy to get off the main highway, go around in a circle, 
and find oneself at the starting place. In other words, 
one may go to college and return without any definite 
contribution to offer to the education of the young 
women in our nursing schools today. 

There is no place in the nursing organization for the 
self-satisfied, fully educated individual, and this fact 
should be inculcated in the minds of our students, and 
many times repeated to the graduate nurse. This 
stimulus is necessary to encourage them to continue 
their studies, both technical and cultural, for which 
there will be adequate opportunity if the nurse looks 
for it. 

An atmosphere of learning is undoubtedly a valuable 
environment for young students and such a spirit 
should be developed broadly in every teaching hospital. 

The members of the nursing staff doing ward super- 
vision constitute a very valuable section of the faculty 
group and have an enviable opportunity for promoting 
good habits of observation and study among the nurses 
on their respective services. This application of princi- 
ple to practice is perhaps the most interesting phase of 
nursing education, and the ward then becomes a real 
laboratory for intensive work. 

The number of people constituting a faculty is in- 
fluenced by the size and type of hospital, the number 
and kind of patients, and the number of students en- 
rolled in the class. 

The curriculum is in most states an obligatory 
minimum regulation, and many schools prefer using 
the outline presented by the National League of Nurs- 
ing Education, which includes about eight hundred 
hours of theory. 

In a well-planned preliminary course covering four 
months, and averaging 334 hours of theory and one 
hour of ward practice a day, four hundred of these 
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hours may thus be covered, and the balance may easily 
be given in the other five semesters. It seems advisable 
and necessary to devote these three years to the teach- 
ing of nursing subjects only, and if we are going to in- 
clude courses of English, psychology, and sociology of 
sufficient content to earn college credits, we must re- 
duce the working time of students to not more than 
forty hours a week, and use graduate nurses for gen- 
eral ward duty. 

This addition of graduate service is indeed the ideal 
complement to the ward service, at least, in the care 
of the private and the semiprivate patients without 
special nurses. This makes a more stable nursing unit, 
and the disturbance incident to the transferring of stu- 
dents from service to service does not work a hardship 
on the patients. It also leaves more time for the su- 
pervisor to devote to student teaching, provided there is 
not an instructor for each service, which is necessary 
if the bed capacity warrants, and the theory and prac- 
tice are taught concurrently. 

The importance of the medical staff to the nursing 
staff is never to be minimized, and let it be well un- 
derstood that a school cannot reach, much less main- 
tain, high standards unless the example of good med- 
icine is before the eyes of the nursing group constantly. 
Preaching will not effect it — example is too potent to 
be ignored in this dual relationship. The medical staff 
must have a frank understanding of the aims of the 
nursing organization of the hospital, and a generous 
and conscientious coéperation in its educational pro- 
gram. 

Much routine teaching has been directed away from 
the medical group, but the part they still must play in 
the education of the student, is by no means of minor 
importance. . 

Where members of the medical group are connected 
with a university, we are likely to find a more willing 
acceptance of teaching responsibility, as every young 
physician welcomes the opportunity to develop his 
latent aspirations toward the goal of a professorship. 
Furthermore, the teaching physician will usually be 
active in all medical organizations, in research work, 
and in public health problems. These factors aid in 
furthering interest in a well-organized nursing unit 

There are various other features concerned in the 
organization of the nursing staff, such as affiliation of 
students from other hospitals, postgraduate courses, 
and university affiliation, all of which enlarge the func- 
tion of the administrative group. The use of nonpro- 
fessional employees, such as aids and helpers on wards, 
to relieve the students of much routine work, is worthy 
of consideration, as this allows more time for the ac- 
tual bedside care of patients. The economic condition 
of each hospital must guide it in the arrangement of 
such service, with the ever-recurring emphasis on our 
responsibility to teach the student and not commer- 
cialize her. 

We are haunted by the cry of overproduction in the 
nursing field. When we count the graduates from col- 











416 


leges and high schools this year, plus all that came out 
in 1931 and are still unemployed, we are faced with 
the stark reality of overproduction in all avenues of 
education, yet the schools will fill their ranks next year. 

Until two years ago, most hospitals absorbed all 
their graduates, and any institution that does that, is 
not unfair to its students. Doubtless, there were some 
schools, and principally the large municipal institu- 
tions with no private patients, whose graduates had to 
look to other hospitals for work. 

In 1897 at an address to the nurses at the Johns 
Hopkins Hospital, Dr. Osler said: 

“Graduates are numerous, the directories are full, 
and in many places there is overcrowding, and a seri- 
ous complaint that even very capable women find it 
hard to get employment. This will correct itself in 
time, as the existing conditions adjust the supply and 
demand.” 

Thirty-five years later we are saying practically the 
same thing. The Grading Committee has roused us 
from a subconscious state and compelled us to psycho- 
analyze ourselves. That we are graduating nurses that 
no one wants and that perhaps we ourselves do not 
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want, is surely as worthy of serious consideration as 
the question of quantity. 

It is essential that we carefully analyze our nursing 
organization and ascertain if during the past decade 
its progress and growth has kept pace with the new 
hospital buildings erected, with the X-ray and patho- 
logical laboratories and the record departments, and 
yet nursing measures and treatments are vastly im- 
proved and considerably more scientific than they 
were a generation ago. That is one very good reason 
why the nurse of today must have a much better edu- 
cational background before entering the profession, 
and why the finished nurse should have a broad under- 
standing of service, that includes not only the work of 
the hands, but the united action of hands, head, and 
heart. 

The organization, too, must have union in its func- 
tion. With authority and duties well defined, loyalty 
and honesty in maintaining the aims and policies laid 
down, and an esprit de corps that permeates to the 
very last level of the group, there will in consequence 
be as great a measure of success as is attainable where 
human frailties are forever involved. 





Burton J. Lee, M.D. 


faces a world-wide depression such as it has 

never before experienced.* It is significant that 
at such a time a group of laymen, doctors, and nurses 
should meet under the auspices of a great religious 
organization to consider seriously the subject of cancer 
control. A brief survey of the health of this nation 
convinces one immediately that the major health 
problem facing medicine is the recognition and cure of 
cancerous diseases. We are convinced that cancer 
patients receive poorer treatment in the hands of 
physicians and surgeons and in the hospitals of Amer- 
ica than any other group of cases in clinical medicine. 
With the single exception of heart disease, month after 
month, and year after year, cancer is responsible for 
the largest number of deaths in the group of more 
chronic diseases. 

The effective work carried out by Koch abroad, and 
by Biggs, Trudeau, Loomis, and many others in this 
country in the field of tuberculosis, was a brilliant 
achievement. It revealed the causative organism, devel- 
oped methods which made possible earlier diagnoses, 
and determined the appropriate treatment to be 
applied to the cure of the disease. Vast sums have been 
expended, providing in a lavish manner for the care of 
those afflicted with tuberculosis. In New York state, 
in Colorado, and especially in the southwestern parts 
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of our country, vast sanitariums for the care of the 
tuberculous meet the eye at every turn. 

What explanation may be found for the splendid 
munificence and effective organization in behalf of 
those suffering from tuberculosis in contrast to the 
ineffective, poorly organized efforts for the cancer 
patient? The chief reasons which may be offered are, 
first, that cancer has been considered an abhorrent 
disease, and one which disgraced the family affected 
with it; second, that the later stages of the disease 
were surrounded by an atmosphere of hopelessness ; 
and third, that the care of the cancer patient appeared 
to be everybody’s business, and, therefore, nobody’s 
business. 

The Doctor’s Responsibility 

Let us first consider the responsibility of the doctor, 
as an individual in this matter. In the realm of 
medicine, nothing finer exists than the privileged rela- 
tionship of the doctor to his patient. The physician 
must be fully cognizant of the responsibility of this 
relationship, for the patient comes trusting him im- 
plicitly and believing that he will be guided wisely, 
by reason of the accurate knowledge, wisdom, and 
honesty of his doctor. The responsibility woven into 
this situation is increased manifold, if, perchance, 
cancer may be the underlying ailment behind his symp- 
toms. Moreover, unless the physician reminds himself, 
continually, that he may be encountering cancer in an 
unsuspected clinical setting, he may fail to give the 
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counsel which may save the patient from a subsequent 
cancer death. No plan of cancer control can ever be 
effective unless we appreciate the important part that 
must be played by the general practitioner. The cancer 
patient seeks first the physician and he is the keyman 
in cancer control. The doctor must know that cancer 
is not an infrequent disease. The group of diseases 
which may be included under the heading of “cancer”’ 
is as large as general medicine itself covers. Every 
patient seeking his advice must be scrutinized with the 
thought that cancer may be discovered as a result of 
his survey. 

Many years ago, a man 50 years of age was admitted 
to the medical ward of a large metropolitan hospital 
suffering from lobar pneumonia. He called the atten- 
tion of the intern to a small tab of mucous membrane 
on the inner surface of the cheek which was subject 
to chronic irritation from a jagged, irregular tooth. 
The intern assured the patient that the mucous tab 
was of no importance. Four months later I saw this 
patient in another hospital with an extensive perforat- 
ing carcinoma of the cheek which he stated had begun 
at the site of the mucous tab. There had been extension 
of the disease to the nodes of the neck with ulceration, 
and the man at this time was hopelessly inoperable. 
He died two months later. 

In a subject of middle age, or in groups of older age, 
any vague ailment compels the doctor to rule out 
cancer. The physician should also bear in mind that 
cancer may be encountered in young individuals. One 
sixth of our entire series of cancer of the breast at 
Memorial Hospital occurs in women below 40 years 
of age, and not a few may be found in women under 
30. The vast majority of the patients suffering from 
malignant tumors of bone are in the second and third 
decades of life. Wilms embryonal tumor of the kidney 
is usually found in children averaging 5 years of age. 
A persistent temperature not infrequently accompanies 
the growth of a malignant tumor, particularly in chil- 
dren and young adults. Tumors of this type are Wilms 
embryonal tumor of the kidney, multiple myeloma, 
endothelial myeloma (Ewing’s tumor), Hodgekin’s 
disease, and cancer of the nasopharynx. 


Making a Diagnosis 

A careful history is essential when reaching a cor- 
rect diagnosis in any disease, and this is especially true 
in cancer. The physician must school himself to be a 
good listener while the patient tells the story which to 
him, or her, is an intensely interesting one. Many un- 
important items may be included, but the intelligent 
doctor will glean from the history the significant facts 
which may point to a correct diagnosis. 

The physical examination should be a complete one 
if this be possible, for such a practice may reveal early 
cancer in the stage in which it is curable. The exam- 
ination should proceed in a routine manner, inspection 
being followed by systematic palpation. Palpation 
should always be gentle, for a tumor is appreciated 
more readily by this method, and if one is palpating 
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a malignant tumor, vigorous palpation may produce 
dissemination. The effective research of Dr. Knox, of 
St. Luke’s Hospital in New York, proved the readiness 
with which dissemination occurred, following vigorous 
massage of tumors in living rats. In the palpation of 
breast tumors the patient should be examined both in 
the sitting and recumbent positions, for some tumors 
which cannot be felt in one position may be palpated 
readily in the other. The necessity for complete physi- 
cal examination applies not only to the physician but 
to the specialist as well, for the latter may become 
myopic in his vision, without appreciating the ramifica- 
tions of medicine beyond his own specialty. 

Four months ago a woman, 29 years of age, applied 
to the admission office of the Memorial Hospital. She 
stated that she had been treated by a gynecologist for 
two months for retrodisplacement of the uterus. A com- 
plete physical examination revealed a cancer in the left 
breast, 2 cm. in diameter, and radiographic plates 
showed extensive metastasis to the pelvic bones. Roent- 
gen plates had not previously been made. 


Cancer Research 

Cancer research is being carried on in the United 
States in the Crocker Institute for Cancer Research 
and the Rockefeller Institute in New York City. The 
unique studies in heredity in mouse tumors pursued 
for many years by Dr. Maude Slye of the University 
of Chicago, represent also an important contribution. 
Research is an integral and essential part of the activ- 
ity of many cancer institutes in this country and Can- 
ada, where a competent staff of laboratory investiga- 
tors work side by side with a well-trained clinical 
group in research and therapy. Among these cancer 
institutes may be mentioned the Huntington Hospital 
of Boston, affiliated with Harvard University ; the New 
York State Institute for the Study of Malignant 
Diseases in Buffalo; the Steiner Clinic of Atlanta, 
Georgia; l'Institut du Radium of Montreal; the 
Cancer Institute of the University of Minnesota at 
Minneapolis; the Cancer Institute of Dr. Howard 
Kelly of Baltimore; the Barnard Free Hospital of St. 
Louis, which is in truth a cancer institute; the Cancer 
Institute of the City of New York, and the Memorial 
Hospital of New York, affiliated with Cornell Uni- 
versity. The Provinces of Manitoba and Saskatchewan, 
in Canada, have recently organized well-chosen profes- 
sional groups, looking forward to the development of 
cancer institutes. In such an institution accurate knowl- 
edge is accumulated concerning the life history of 
many forms of cancer, where modes of dissemination 
and their reaction to radioactive substances are 
studied. Pathological studies have developed a classifi- 
cation of many of them as radio-resistent or radio- 
sensitive tumors and a histological grading, according 
to degrees of malignancy. Clinical research upon exten- 
sive groups of cases have been possible with reports 
upon the end-results of various forms of treatment. 
Such institutions are, in fact, educational centers, 
visited by members cf the medical profession in in- 
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creasing numbers, in their desire to educate themselves 
concerning the behavior of these diseases, and the most 
approved diagnostic and therapeutic methods. 

But in spite of these well-organized institutes, the 
vast numbers of cancer patients in the United States 
and Canada must be cared for’ in the general hospitals 
now existent, and the responsibility of these hospitals 
toward this enormous problem must be faced. A tour 
of inspection through almost any large general hospital 
in the United States or Canada will disclose cancer 
patients indiscriminately scattered throughout the 
services of the hospital, some under the care of the 
surgeon, others in a general medical ward of pediatric 
division, some in the orthopedic wards, and not a few 
under the care of the roentgenologist or the radiol- 
ogist. Patients afflicted with other diseases are not 
cared for in this way, for one will find thyroid clinics, 
asthma clinics, metabolic clinics, cardiac clinics for 
children, tonsil clinics, and clinics for the tuberculous, 
with many other special groups provided for in an 
adequate manner. 


Caring for Cancer Patients 

The hospitals of America and Canada must face 
squarely this situation. A unique opportunity is pre- 
sented in the holding of this convention to set forth 
to the Catholic Hospital Association of the United 
States and Canada the serious plight of the cancer 
patient and the dire need for effective efforts in his 
behalf. 

The American College of Surgeons and the Amer- 
ican Society for the Control of Cancer have been devel- 
oping in recent years a well-conceived plan to provide 
care for the cancer patient in the United States and 
Canada. These two national organizations have co- 
dperated fully, the American Society for the Control 
of Cancer surveying the country through its field 
representatives, and assisting the American College of 
Surgeons in its effort to organize and standardize 
special clinics for cancer. The American College 
through its Malignancy Committee, which is headed 
by Dr. Bowman C. Crowell, the associate director of 
the College, and Dr. Robert Greenough, the chairman 
of the committee, have put forward a comprehensive 
plan for cancer clinics in general hospitals, the first 
such clinic being one established in the Massachusetts 
General Hospital in Boston. Every case of cancer 
applying for admission to this hospital is referred to 
the tumor clinic for diagnosis and a decision is rend- 
ered for appropriate treatment to be applied. If a 
patient is to be an in-patient, he is referred to the ward 
service of the hospital with recommendations from the 
clinic, and at the termination of his hospitalization is 
returned to the clinic for an indefinite follow-up. Many 
large hospitals throughout the country have already 
organized similar clinics where cancer groups focus 
upon patients applying for admission, determining by 
group judgment the diagnosis and recommending 
appropriate treatment for the ailment. Such a group 
should include a pathologist, an internist, a radiologist, 
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surgeons, a gynecologist, a urologist, a dermatologist, 
a rhino-laryngologist, and a neurologist. No one 
medical man should determine the fate of a cancer 
patient, for the whole subject is too intricate and too 
complex for any one individual to handle. Careful case 
records furnish a basis, year by year, for larger studies 
in clinical research, which are becoming of increasing 
importance in guiding the judgment of physicians in 
the management of cancer, and providing better service 
for the cancer patient. The basic idea behind the organ- 
ization of such a clinic is the wisdom of group judg- 
ment, and the necessity for the bulking of the cancer 
material in any community, so that all the doctors 
of that community may see the material and become 
familiar with the various phases of cancer. 

Such a movement, therefore, becomes an extremely 
important educational one from two standpoints; the 
first, the education of the doctor, and second, the edu- 
cation of the public itself, who are coming to appreciate 
that no one man’s judgment in this field must, neces- 
sarily, be considered final. 


The Cancer Clinic 

The cancer clinic is built around the weekly cancer 
conference, and this is the most important activity of 
such a clinic. Here, men in all branches of the profes- 
sion may meet, observe, study, and diagnose the 
patients presented before them for consideration. A 
doctor may bring his own patient to such a conference, 
and present him for consideration by a group, receive 
their opinion, and depart to do as he sees fit with his 
patient, so that the private practice of individuals in 
any community is in no way interfered with. Careful 
records should be kept of the patients presented to the 
clinic, and an effort is being made by the College to 
standardize these records, and to stimulate a complete 
follow-up of the patients seen in the clinic. 

The irreparable loss in medical education to the 
doctors in communities where no cancer clinics are 
organized may be well illustrated by the following 
experience. During a trip of the American College of 
Surgeons, it was my privilege to meet a prominent 
surgeon of a certain city where we were later to hold 
a Clinical session of the College, and I was anxious 
to emphasize the desirability of each man in the 
city seeing the cancer patients of his professional 
colleagues. I asked this surgeon how frequently he had 
seen cancer of the male organ in his practice, and he 
told me that in 35 years of active surgical work he 
had never seen such a case. Upon arriving in this city, 
I began to gather material for a cancer clinic, and 
went first to the largest general hospital seeking the 
pathologist. When he learned my quest he stated that 
he then had under the microscope a section from a 
cancer of the male organ which had been operated 
upon the day before at the hospital. He kindly fur- 
nished me with the clinical data concerning the case, 
and I left the hospital to interview the doctor who 
had been assembling patients for the clinic. After going 
over together 12 or 14 patients, he told me that there 














November, 1932 


was one remaining case of cancer of the male organ, 
and asked whether I desired to show this patient also, 
and I replied with enthusiasm that I did. Shortly 
thereafter I met the surgeon who had never seen this 
condition and our conversation was somewhat as 
follows: “Doctor —— am I quoting you correctly in 
saying that you have practiced general surgery in this 
city for 35 years, and have never yet seen a case of 
cancer of the male organ here?” He replied im- 
mediately in the affirmative. “Doctor, I have been in 
this city a little over an hour, and you will be inter- 
ested to know that I have already seen two cases 
suffering from this lesion.” Such an experience with 
various types of cancer can be duplicated in every 
town and city of the United States and Canada. 

The head for such a clinic should be chosen because 
of his qualities of leadership, interest, and enthusiasm, 
and he may be a surgeon, a pathologist, a radiologist, 
or an internist. Where such clinics are contemplated 
they should have the approval of the county medical 
society, for only where such codperation is given can 
a cancer clinic hope to survive. 


Equipment and Personnel 

A cancer clinic in a general hospital should also be 
provided with a high voltage X-ray machine and an 
adequate supply of radium, but what is still more 
essential, it must have competent men with technical 
training, which fits them to use these powerful, effec- 
tive but dangerous agents. Radium, especially, should 
never be used unless the doctor has received adequate 
technical training in the science of radiology. Disaster 
will surely befall a clinic in which this rule is dis- 
regarded. 

Cancer diagnostic clinics are also being organized 
by the College in smaller communities where adequate 
radiological therapeutic facilities are lacking. The edu- 
cational values of such a clinic are enormous, for in 
the weekly conferences which are held, the diagnostic 
acumen of all those attending the clinic is necessarily 
improved. Patients presenting themselves to such a 
cancer diagnostic clinic, who require treatment by the 
roentgen ray or by radium, should be referred to the 
nearest fully equipped cancer clinic where correct 
therapy may be applied. 

The homes for advanced cancer patients organized 
under Catholic auspices, in various parts of the coun- 
try, have contributed a much-needed service to patients 
of this type. Many of these afflicted with terminal 
phases of cancer are bedridden, but in certain in- 
stances, the disability is due to a spread of the disease 
to the bones of the spine or pelvis. Wherever funds 
may be obtained, I would strongly urge that a high- 
voltage X-ray machine be added to the equipment of 
such a terminal home, to be operated by a competent 
technician, for the treatment of these painful metas- 
tases to bone by the roentgen ray often yields a marked 
relief from pain and a considerable prolongation of the 
life of the patient. 
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What is the Catholic Hospital Association of the 
United States and Canada going to do with this prob- 
lem? Here is a unique national hospital organization, 
devoting itself to the effective care of the sick, and 
immediately in the foreground, a vast horde of patients 
afflicted with cancer, receiving inadequate diagnoses 
and usually ineffective treatment. May I be bold 
enough to ask that the officers of this Association will 
seriously consider their responsibility toward the 
cancer problem, and beg them to take the necessary 
steps to organize, in the large general Catholic hospi- 
tals of America, effective cancer clinics? You may 
rest assured that the American College of Surgeons 
and the American Society for the Control of Cancer 
will codperate with you to the fullest extent in this 
effort. 

Long, long ago, shortly after man appeared upon 
the earth, someone fell ill, or was injured, and some 
kindly soul went to the aid of the sufferer. That was 
the beginning of medicine. There were no doctors or 
nurses or hospitals or medical schools then; just a 
friendly spirit responding to a neighbor’s distress. 
Medicine has advanced far since then, laboratory re- 
search has been extended year by year into new fields, 
and education has made possible the development of 
modern scientific medicine. But the art of medicine, 
the kindly side, is just as integral and important a part 
today as when the first man fell ill. There is no field 
of human activity which will yield larger dividends 
than the science and art of medicine applied in behalf 
of patients afflicted with cancer, and I know of no 
organization in America to which such an appeal in 
behalf of those in need could be more appropriately 
made than to the Catholic Hospital Association of the 
United States and Canada. 
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The Full-Time Instructor in the 


School of Nursing 
Sister Mary Giles Phillips, R.N., B.S. 


HERE is no problem in the administration of 

! schools of nursing that is receiving more atten- 

tion today than that of the full-time instructor.* 
Who shall she be? What personality shall she present ? 
What educational preparation shall be required of her? 
What relationship shall exist between the instructor 
and the hospital ? What shall be her duty to the teach- 
ing personnel? How can she best serve the school of 
nursing ? 

A full-time instructor works for continuity of pur- 
pose which cannot be accomplished by incidental in- 
struction given by part-time teachers whose chief in- 
terest may lie elsewhere than in the education of the 
students. There should be no compromise in the minds 
of administrators as to the fitness of the instructor in 
a school of nursing. 


Personality Requirements 

The personality of the instructor is a major factor 
in her success, or in her failure to succeed. She should 
possess a cultural background that does not permit 
her to condescend to lower ideals, but that holds her, 
at all times, superior to her environment. We need in- 
structors who have mastered self-control. We cannot 
reasoriably expect a temperamental person to impart 
to her students the importance of self-discipline and 
poise, if she herself is deficient and thereby causes the 
students to submit to an emotional control in the class- 
room. 

The instructor needs a human heart and human un- 
derstanding based upon Christian principles, for nurs- 
ing is a development of Christianity. She must be co- 
Operative, resourceful, patient, sympathetic, and char- 
itable, if she is to achieve high possibilities in the de- 
velopment of her students. This may appear to be a 
large order, but which of these factors can we dispense 
with and still maintain a high morale in our schools 
of nursing? 

A preferred instructor is not a young graduate, but 
one who has had several years of actual nursing ex- 
perience in supervision, in floor duty, in private duty, 
and in other fields of work. In other words, we do not 
want “a narrow specialist” in our classroom, but a 
woman who understands the problems that she is pre- 
paring her students to meet. 


Educational Requirements 
Accrediting agencies in the United States fix the 
educational requirements for college teachers at a high 
mark. A schogl of nursing cannot hope to reach and 
hold an equal level until it can favorably check the 
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academic preparation of its teaching staff against that 
of the qualified junior-college faculty. The full-time 
instructor for students in a school of nursing, in addi- 
tion to having a college degree, must have been grad- 
uated from an accredited school of nursing, and must 
be in good standing with her professional organization. 
She should be well grounded in her methods of teach- 
ing ; be able to prepare curricula that are not “cluttered 
up” with useless courses; to select and prepare ma- 
terial for illustration; to use the helps that the munic- 
ipal field offers in the way of public health, etc.; and 
to work out the problem of educating her students in 
an intelligent manner. She should have special prep- 
aration in the subjects that she is to teach. 

The first report of the National Grading Committee 
revealed the following information regarding teachers 
in schools of nursing: 

Forty-two per cent of the schools had no full-time 
instructor. 

Forty-two per cent of the schools had one full-time 
instructor. 

Sixteen per cent of the schools had two full-time 
instructors. 

The second grading reported : 

Twenty-two per cent of the schools had no full-time 
instructor. 

Fifty-one per cent of the schools had one full-time 
instructor. 

Twenty-seven per cent of the schools had two full- 
time instructors. 

We are pleased to note an apparent deviation of the 
curve upward, but our gratification is somewhat cooled 
by the further fact revealed that 42 per cent of the 
instructors in our schools of nursing in the United 
States today have not been graduated from high 
school. 

The Committee on Nursing Education of the Cath- 
olic Hospital Association in a recent news release states 
that “The average number of full-time instructors in 
the Catholic schools of nursing is 2.8; the average num- 
ber in non-Catholic schools of nursing is 1.5. The per- 
centage of instructors holding academic degrees in 
Catholic schools of nursing is 34.2; while in non-Cath- 
olic schools 41.6 hold such degrees.” We wait with in- 
terest for the future developments brought out by 
these two Committees on Nursing Education. 


Relationship with the Hospital 
The full-time instructor should occupy the first 
place under the director of the school of nursing in 
the faculty organization. Hospital administrators 
should recognize the dignity of the rank of the in- 
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structor. She should be establishéd in a comfortable 
office ; be given good living conditions; have her duties 
definitely outlined; and be allowed freedom for social 
life. 

The instructor should not be overburdened with a 
class schedule that is too heavy or too varied. One can- 
not do a constructive piece of educational work if she 
is to be interrupted by such other duties as switch- 
board service, relief of floor supervisors, office duty, 
and the like. She should be given the privilege of ar- 
ranging her hours for class and for following the stu- 
dents in their work. She should have, as a minimum 
of time for study, the same number of hours that she 
must spend in presentation of her subjects. 

Hospital work has an educative value in direct pro- 
portion to the degree of correlation that can be accom- 
plished between the classroom teaching and the care 
of the patient in the ward. The instructor is the tie 
that binds the school to the hospital, and the curricu- 
lum is the agent through which she makes contact with 
both. Lack of codperation between the hospital super- 
intendent, the director of the school of nursing, and 
the full-time instructor is demoralizing to the school 
and to the hospital. “A curriculum does not operate it- 
self, but depends upon persons and conditions to give 
it life.” 

It is the responsibility of the instructor to introduce 
educational principles into all nursing procedures that 
are carried out in the hospital, and to codperate with 
the hospital in giving the best possible care to its pa- 
tients. She should impress upon her students the fact 
that they are under obligation to give good nursing 
care, and that no duty is small. 

The hospital superintendent should give the instruc- 
tor a seat in the conferences she holds with the staff 
of teaching supervisors, and should consult her intel- 
ligence and experience in changes that are contem- 
plated. 

The instructor should at all times be loyal to the 
hospital administrators. In order to uphold the au- 
thority of the superintendent and the subordinate 
officers, she must refrain from all criticism of their 
methods of control. It is her duty to codperate with 
the institution in any plan for betterment, and to make 
herself a real asset to the community by preparing for 
its people nurses who, in addition to their professional 
ability, present the highest ideals of womanhood and 
of service. 

Duties to the Teaching Staff 

It is to the instructor that the teaching staff turns 
for its inspiration in the attempt to carry out a unified 
program. Team work is necessary, and is best accom- 
plished by conferences in which all take part. This 
keeps the instructor in close touch with the supervisors 
who direct the laboratory work of the students, and it 
helps her to make proper adjustments in work meth- 
ods. The conference impresses upon the teaching su- 
pervisors their importance as participators in the edu- 
cation of the students, and gives the instructor a better 
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chance to stress the weak points in the nursing service, 
as they are revealed in conference. It makes for better 
discipline if all reports and complaints are made in 
conference, than if the information has to be sought 
in the ward visits. 

A special program ought to be arranged for each 
faculty meeting to prevent waste of time, and to give 
all a chance to prepare reports on the problems they 
wish discussed. 

The teacher of nursing practice should present to 
the group perfect demonstrations and detailed expla- 
nations of the procedures in use in the hospital wards, 
so that uniformity may be more effectively maintained 
throughout the hospital. The work should not take on 
rigid lines, but should be elastic as long as good stand- 
ards are adhered to. Different persons interpret meth- 
ods in different terms, and a good psychological effect 
is obtained by inviting suggestions as the demonstra- 
tion progresses, and by encouraging original ictas. 
Old methods may be discarded, and newer, better 
methods may be developed; but once a method has 
been decided upon, it should be put into practice im- 
mediately in every department. It is unfair to the stu- 
dents to require them to make changes in nursing pro- 
cedures, when they are transferred from one depart- 
ment of work to another. 

To stimulate the pride of a teaching supervisor in 
the work she is doing means a development which, if 
carried over to the personnel of her department, re- 
sults in a general improvement in the nursing care of 
the patient. 

The conference hour also gives the instructor an op- 
portunity to introduce new treatments that come into 
practice, and to make certain that each learns the 
proper method for the administration of these treat- 
ments. 

Where there is a well-informed staff working together 
under good leadership, and all are willing to share the 
responsibilities of each, constructive changes can be 
made in large institutions through the conference of 
the representative heads of the departments, without 
losing the uniformity that exists —an effect not the 
least in significance in good administration. Thus the 
conference justifies its existence and progress is made. 


Duties Toward the Students 


The instructor’s duty to the students is not merely 
a teaching job; she assumes the responsibility of lead- 
ing them to a higher level of physical, moral, and in- 
tellectual achievement. She prepares them to face life, 
and to substitute clear thinking and reasoning for 
emotional control in the solution of the difficulties they 


may meet. 

The mental control of the instructor must be well 
balanced, free from emotion, sentimentality, or par- 
tiality in her dealings with the students. The good in- 
structor does not dominate her pupils, but lets the 
initiative come from the class in terms of discussion. 
Students should be free to present any problem in a 
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professional way to the instructor, and through her, to 
the faculty organization for advice or solution. This 
has a definite, practical value in establishing desirable 
relationships between the faculty and the students, 
and can be adopted for general use without compro- 
mising the dignity of either gtoup. 

Nursing students spend 36 months in a school of 
nursing —a period of time longer than that required 
to complete a college course. What they get out of it 
depends largely upon the instructors. They imbibe 
from the instructors attitudes toward education and 
professional life. An instructor who forgets to em- 
phasize the humanistic factor in nursing will hardly 
develop in her students a spirit of service. Speaking 
in this connection to the nurses in San Antonio, Dr. 
Edward H. Cary, president-elect of the American 
Medical Association, stressed the point that in nursing 
“humanity should predominate.” 

The instructor owes to her students well-prepared 
presentation of all class material. An unprepared 
teacher means an uninterested class, and under such 
conditions, it does not increase the learning process of 
the students to multiply the number of class hours. 
Class attendance should be obligatory at all times. 

All test papers and examinations should receive 
careful correction, the results should be recorded, and 
the papers passed back to the students. 

It is the instructor’s duty to protest if she sees that 
the student’s educational interests are being sacrificed 
to fill vacancies in an understaffed hospital. “She 
should be on the alert to grasp opportunities to utilize 
extracurricular activities to stimulate the students’ de- 
sire for knowledge, and she should foster the initiative 
to constant research outside the classroom as a means 
of satisfying the desire.” 

Good laboratory teaching should be an essential part 
of the educational preparation of the student. The in- 
structor should give the same attention to laboratory 
courses in the school of nursing that she would give to 
any other college group of students. 

The duties of the instructor do not end in the class- 
room. She should be present often at the morning con- 
ference that each head nurse holds with her students, 
to see that the senior students are being assigned the 
more advanced work, and the younger students, the 
simpler duties. She should carry on a follow-up sched- 
ule to check the students as they carry out their rou- 
tine nursing duties in the wards and to see what appli- 
cation they make of their classroom teaching. She can- 
not accomplish her objective by casual inspection once 
or twice a week, but must give time and interest to the 
task if success is to be gained. Thoroughness and exact- 
ness should be required of the students in each depart- 
ment of work before they are transferred to another. 

The instructor should keep a check on the field in 
which the students function for the following reasons: 
(1)To see howemuch is being required of each student ; 
(2) to determine the content of work that is of edu- 
cational value; (3) to estimate the amount of maid 





HOSPITAL PROGRESS 








November, 1932 








service that the student must give; (4) to learn 
whether the student is being supervised by other stu- 
dents; (5) to ascertain how much modern equipment 
and supplies are provided for the students; and (6) to 
determine whether they are being instructed in the 
proper use of the equipment. 

An instructor should be able to envisage the future 
nurse in the student, and to evaluate her according to 
her merits. She should be generous and charitable in 
her estimation, but if she finds that a student does not 
possess the personality qualifications; that her mental 
equipment is deficient; that her spirit of motivation 
is at fault; that she does not exhibit an aptitude for 
nursing; then the instructor should recommend that 
she be dropped from the student roll before valuable 
time and effort have been expended on one who will 
never be an asset to the nursing profession. Such a 
student may shelter herself behind the group for a 
time, but by individual assignments, the weak mem- 
bers of a class may be soon discovered. Trivial faults 
should not be brought into consideration, but when a 
student’s work does not meet the standards set by the 
school, even though she may be making an earnest 
effort to do her best, fairness to the profession she 
hopes to enter demands that she be eliminated from 
the ranks. : 

Conclusion 

Some schools of nursing find it hard to secure qual- 
ified instructors; other schools are helping their in- 
structor to qualify by allowing her time to supplement 
her education. In one of the older schools, the alumnae 
association is giving financial assistance to the educa- 
tion of the instructor in its Alma Mater. This is plant- 
ing seeds in good ground, and we hope to see an abun- 
dant harvest reaped from such generous codperation. 

The instructors in our schools of nursing today are 
pioneering in a much-discussed field, and sad to say, 
many of the bloodless battles they have to fight are 
with those within their own doors from whom their 
chief support should come. A speaker at the San An- 
tonio Convention was pleased to call nursing a “blind- 
alley profession.” It remains to the educators of our 
schools of nursing to prove to the world by the nurses 
we prepare and by the service they render to it, that 
the dark period of nursing is past, and that we are not 
going to submit meekly to such a diagnosis as our 
doctor has made and remain in a cul de sac of public 
criticism. The 36 months of professional preparation 
of the nurse of today is producing a benefactor whose 
service to the public is second to none. 


Death of Veteran Surgeon 


Dr. Francis C. Gray, for 26 years senior surgeon at St. Eliza- 
beth Hospital, Dayton, Ohio, died on October 22, at the insti- 
tution. He was 74 years old. 

Dr. Gray received his medical and surgical course at Star- 
ling Medical College, now part of the Ohio State University. 
Later he took a course at the New York Polyclinic, and was a 
member of the first postgraduate class at Rush Medical Col- 
lege. In 1910, he took another postgraduate course in surgery 
in London, England. 











The Superintendent of Nurses and 
the School of Nursing 
Sister M. Ascella, R.N. 


Functions of the Superintendent of Nurses in Re- 

lation to the School of Nursing.”* I shall attempt 
to keep as closely to my subject as possible, although 
it is difficult at times to avoid overlapping. 

The efficient superintendent of nurses must have 
three distinct qualifications: personal equipment, pro- 
fessional equipment, and experience in teaching. She 
must be an educator and think habitually in educa- 
tional terms. She must not be influenced in deciding 
questions concerning nursing service from the point of 
view of a hospital administrator but rather from that 
of a teacher. Neither must the assignments of her stu- 
dents be entirely determined by the nursing needs of 
the hospital. Serious consideration must be given to 
secure for them practical experiences and well-bal- 
anced clinical opportunities. 

The essential factors in any school of nursing are 
the patient, with the quality of care given him; the 
student, with the quality of instruction given her; and 
the faculty. We are in this paper concerned with the 
student and the faculty. 

Selecting Students 

One of the most important responsibilities of the 
superintendent of nurses is the selection of her student 
body. It would undoubtedly be a great advantage to 
establish some means of personal contact with our stu- 
dents before they enter our schools. Much better 
would it be if this contact could be made by visits to 
their homes. We could judge for ourselves then, and 
later, just how much stability of purpose these girls 
have; what settled standards of conduct could come 
from their environment. Then, too, the financial fea- 
tures of the course could be explained to the parents. 

The candidates should have had a complete aca- 
demic high-school course ; they should be distinguished 
for scholarship, coming preferably from the upper 
third of their classes; they should possess good char- 
acter, sound physical and mental health, sufficient 
energy, pleasing personality, wide cultural interests, 
and high ideals. The superintendent of nurses should 
use every resource available to find out whether 
candidates have the essential qualifications for good 
nurses. = 

The superintendent of nurses is directly responsible 
for the health program of her students. Health exam- 
inations should be made the first week the candidates 
are in school. These examinations should be made by 
a doctor on the hospital staff. They should be re- 
checked at the termination of the students’ prelimi- 
nary course, and each succeeding year during the 
school term. The percentage of illness is frequently 


[To this paper I have been asked to discuss “The 
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indicative of the kind of school that is being main- 
tained. If the candidates pass satisfactory physical 
examinations before admission to the school, then the 
illness must come from one of these causes: (1) im- 
proper environmental conditions, (2) poor technique 
in handling patients, (3) inadequate means of caring 
for sick and ailing nurses. Records of examinations as 
well as records of illness should be kept; analysis of 
reports will give an insight into the type of illness 
most prevalent, and, in that way, a solution for its 
complete elimination or, at least, for its reduction, can 
be arrived at. 

Right thinking is very necessary to the mental 
health of our students, so it is important that the su- 
perintendent of nurses or a social director, if there be 
one, endeavor to establish proper mental habits, by 
giving some knowledge of their mental processes early 
in their training. So many times we find in our schools 
three types of students: (1) the student who feels she 
contracts every disease with which she comes into con- 
tact; (2) the type that is fearless and prides herself on 
never contracting any kind of disease; (3) the woman 
who is inclined to be neurasthenic. It is possible for 
the superintendent to show these types where they are 
failing in responsibility to themselves and to the 
community, and attempt to develop in them correct 
mental attitudes. 

We must strive to secure for our schools the type 
of women we may satisfactorily instruct and safely in- 
trust with the care of the sick; who will see in our 
schools opportunities not only for service, but also for 
intellectual and spiritual growth. 


School and Curriculum 

One of the primary duties of the superintendent of 
nurses is to recognize her position in relation to the 
school ; consequently, she should make a survey of the 
clinical material available in her own school, and 
through affiliations and community resources. Her 
teaching unit should be well equipped. The classrooms 
should be well ventilated and lighted, and should have 
ample blackboard space and sufficient demonstration 
material. In addition, there should be thoroughly 
equipped laboratories and libraries. 

Regardless of the equipment in our laboratories, 
the elaborate classrooms and other facilities at our 
disposal, it will avail us little if the instruction given 
be not conducted by teachers of ability, thoroughly 
conversant with their subject matter and capable— 
correlating their knowledge with the clinical mate- 
rial in the hospital. 

I am not going into detail in regard to the curricu- 
lum of instruction for the students. I am convinced 
we all agree that the curriculum should be carefully 
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thought out and approved by competent authority. 
There should be a definite relation of theory to prac- 
tice, and a balancing of the nurse’s day with the 
proper amount of study, work, and recreation. 
More and more the educatignal background of our 
applicants is being stressed and justly so, but are we 
giving the same consideration to the personality, 
character training, and culture of our candidates? 


Social and Religious Influence 

No curriculum can be considered complete unless 
in addition to the theoretical and practical experi- 
ence it also provides for the social and religious life 
of the students. To my mind the years between the 
ages 18 and 20 are the most valuable years in a 
woman’s life, as far as character formation is con- 
cerned. It is during these years our students develop 
from school girls into professional women. Why is 
it that so many times we are keenly disappointed? 
Why is it that all too often the young women who 
gave promise of being an asset to the profession both 
as women and nurses gradually lose interest in all 
professional standards, and end in falling far below 
our expectation, or even in complete failure? There 
is no woman at the head of a school who has not had 
such problems to ponder over, but how much respon- 
sibility for such failures rests on the shoulders of the 
superintendent of nurses? I admit some of these fail- 
ures could not have been avoided, but unless our 
program of education is made to fit the student so- 
cially and religiously we must accept responsibility 
for the larger share of these failures. 

Schools are admitting young women at an impres- 
sionable and susceptible age, and while this is a hand- 
icap in some respects, at the same time it is a de- 
cided advantage. It is our opportunity, our golden 
opportunity to guide and help mold these young 
women by inculcating in them true ideals of Chris- 
tian womanhood. True, our already overcrowded cur- 
riculum may make this difficult, but of what real 
advantage is all this technical knowledge if educa- 
tion ends there? We can give them the advantages 
of the most scientific schools; we can develop them 
into highly trained specialists for the most difficult 
fields of nursing, but unless all this has been bal- 
anced with the knowledge of truly Christian ideals 
and womanly virtue, combined with the proper foun- 
dation of self-sacrifice and faith, our students can 
never be a credit to the profession of nursing. 


Personal Guidance 
The superintendent of nurses who allows her day 
to be so crowded as to have no time for the personal 
contact necessary to obtain an insight into the spir- 
itual growth of her students is failing in her duty. 
What means have we at our disposal to further the 
cultural growth of our students? Youth craves 


friendship. Since most of these young women find 
themselves in an entirely new sphere, severed from 
all high-school associates and former friends, they 
are forced to make new friends without having the 
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help and protection home life would give. Have we 
any means of giving these young women an oppor- 
tunity to meet young people in a social way? 

What about our alumnae in this connection? They 
ought to be a valuable source of help. For instance, 
let them sponsor a social function or two after the 
new class enters. Many of our alumnae members 
who are married and have ample time may take a 
maternal interest that would have a lasting effect 
on some students, were they given the responsibility 
of seeing that these future members make their 
friends from those who are most likely to further 
womanly ideals. Some of our schools have found 
their newly formed nursing-school committees to be 
a tremendous help along just this line. If a com- 
mittee has on it two or three women with time and 
inclination for such duties it can exercise undreamed- 
of influence on the social life of the students. The 
superintendent of nurses should arrange for meetings 
between students and committee members in order 
that the students may feel that someone is taking 
active interest in them socially as well as educational- 
ly. This will give an insight into the needs and ac- 
complishments of the students and will develop a 
mutual understanding. ; 

This touches upon only one phase of the superin- 
tendent’s obligation to the students in a social way; 
namely, getting the young students acquainted with 
their environment. Some may not agree that our ob- 
ligation is plain here. I maintain that helping the 
young students to make social adjustments is just as 
essential for their success as teaching the curriculum. 

So, too, with the spiritual growth of our students. 
If there is any profession requiring firm Christian 
ideals it is the nursing profession. Someone has said 
that three years in a nursing school will either de- 
velop a girl into a high type of woman or spoil her 
ideals entirely—she cannot remain the same. The 
demand on her spirit of sacrifice, the sentimentality 
of grateful but misguided patients, the force of sud- 
den temptation must all leave their stamp on the 
young woman’s character for good or for evil. The 
work is so new and experience so varied that only a 
firm foundation in faith and morals can guide her 
away from the pitfalls of her profession. Our Sodal- 
ity of the Blessed Virgin Mary can wield a whole- 
some influence and do much to counteract the evil 
tendencies which may exist in a nursing school. It 
should be an active, enthusiastic organization with 
definite aims and capable leadership. Here the un- 
derstanding and alert superintendent can find a fer- 
tile field for the ambitious, energetic student who 
needs a wider field for her talents and abilities, as 
well as for the weaker student who needs just such 
help to counteract her weaknesses. 

While the duties of the superintendent of nurses 
make many demands on her, yet they give her ex- 
ceptional opportunities to broaden her view of life 
and prepare her to direct more definitely and prac- 
tically those who are under her guidance. 











Hospital Dental Service and Medical Care 
James P. Hagerty, D.D.S. 


student has spent four years in a recognized den- 

tal college and receives his degree from such an 
institution, he possesses all the necessary qualifica- 
tions for appointment to the position of dental sur- 
geon in a class “A” hospital.* In all the dental col- 
‘leges which have been approved by state boards of 
medical examiners, surgery is taught as one of the 
major subjects. In fact, there is as much, if not more, 
time devoted to teaching and obligatory attendance at 
practical operations on the face and jaws as to any 
other subject in the curriculum. 

Among the requirements in the first year of practi- 
cal work in dental colleges is that of making an inter- 
dental splint for a fractured steel mandible of a mani- 
kin. This seems fortunate, for in my thirty years’ as- 
sociation as dental surgeon in St. Michael’s Hospital 
in Newark, New Jersey, with the attending staff and 
the numerous interns who have served under them, I 
have become convinced that the intensive study of the 
oral cavity plays but a minor part in the curriculum 
of many of the medical colleges. I am in no wise criti- 
cizing the deans of these institutions, for they prob- 
ably realize that the supervision of such an important 
part of the human anatomy ‘should be left to the men 
who limit their endeavors to the correction of the 
many diseases so prevalent in the oral cavity. When 
an oral surgeon receives an appointment to the staff 
of a hospital, his duties should be clearly defined, and 
when they are precisely outlined he should have full 
authority to treat all diseases and injuries to the jaws 
according to his judgment, accepting, however, the 
suggestions proferred by the medical surgeon, under 
whose service the patient has been admitted. 

But a few years ago considerable credence was given 
to the belief that disease of the teeth and underlying 
structures was directly responsible for the many physi- 
ological disturbances that occur so frequently in the 
lives of many individuals. At the behest of many 
medical men promiscuous extractions of the supposed 
offending teeth were authentically reported to have 
resulted in absolute abatement of symptoms. Quite 
naturally there were many men who would not sub- 
scribe to what they believed to be the unwarranted 
sacrifice of teeth that were functioning well. This led 
many authorities to make an exhaustive study of the 
relation the teeth bore to systemic disturbances. The 
results confirmed the theory that the teeth were 
not nearly so often etiologically responsible as was 
thought, nor were they even a factor in the progress 
or mitigation of so many diseases. In order to incrim- 
inate the teeth, a thorough roentgen examination with 
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proper interpretation is indispensable. A diagnosis 
should never be reached without the aid of well- 
defined pictures. Too much stress cannot be laid on 
the futility of extracting teeth unless definitely de- 
fined radiographs disclose some abnormality in or 
about them. A cure-all for the many systemic dis- 
turbances which physicians are called upon to relieve 
is never to be recommended by promiscuous extrac- 
tions. A visit to any hospital will disclose in the 
mouths of many patients conditions which are wholly 
unwarranted and a decided detriment to the upbuild- 
ing of health. If permission is sought to alleviate this 
unhealthy condition it very often meets with a posi- 
tive refusal on the part of the patient. It would great- 
ly assist the surgeon if something other than persua- 
sion could be brought to bear on the patient to pro- 
duce coéperation. For, irrespective of whether the 
disclosed foul and insanitary condition so often found 
in the mouths of patients suffering from a chronic ail- 
ment has any direct bearing on the disease for which 
he sought admission, the dental surgeon should be up- 
held when he requests surgical intervention in the be- 
lief that the extraction of all diseased teeth would aid 
the physician materially in the treatment he is pre- 
scribing. 

Neuralgia and myalgia, dyspepsia, flatulence, intes- 
tinal toxemia, rheumatoid arthritis, headache, insom- 
nia, precordial distress, etc., are several of the many 
affections which respond to treatment after the mouth 
is placed in a healthy condition. Experience has often 
proved that medication alone is insufficient ; better re- 
sults are always obtained when physician and dentist 
work in codperation, especially if toxemia is one of the 
factors retarding the progressive relief of symptoms. 

In treating simple or compound fractures of the 
mandible, the services of the oral surgeon are well- 
nigh indispensable. Years of college study of this lim- 
ited portion of the body and extensive practice in 
making impressions and preparing models have served 
to make his knowledge of the anatomy of the maxilla 
and mandible superior to that of the general surgeon. 
Similarly, these experiences have given him greater 
knowledge of the physiological functions of the upper 
digestive tract, and to recognize pathological states 
with greater facility. Many conditions which might 
appear to be independent of oral affections are recog- 
nized by him as being consequential. Constant devo- 
tion to treatment has taught. him. the best in. medical 
therapy and surgical technique. With dental hygiene 
he is always concerned. Therefore, in fairness to the 
patient, injuries about the mouth should be placed 
under the supervision of a dental surgeon, and, to ob- 
tain the highest degree of benefit, this should be done 
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not. later than 48 hours after injury. This minimizes 
the difficulty of obtaining a proper impression in the 
event one is to be taken; it likewise facilitates the 
proper wiring of teeth, if that procedure is to be 
adopted ; and it lessens the time, consumed in the mak- 
ing of an interdental splint should this be necessary. 
There is a multiplicity of appliances that could be 
mentioned in treating fractures of the mandible, but 
without experience their use is often harmful rather 
than beneficial. The wiring of teeth and the applica- 
tion of cap splints should always receive first consid- 
eration. Immobilization of the mandible will often 
prove of great assistance in effecting a perfect cure. 
The dental surgeon should always be ready to ac- 
tede to the opinions and suggestions of the general 
surgeon and physician. Frequent consultations and ex- 
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changes of views always lead to happier results. Here 
again roentgen studies are most essential. Radio- 
graphs should be made soon after injury, after the 
appliance has been inserted, and before the patient 
has been discharged. 

The dental surgeon should not be unmindful of the 
opportunities and benefits to be derived from the con- 
stant association with his medical confreres. Oppor- 
tunity is afforded him to witness major operations, to 
attend autopsies, and to observe types of disease which 
are seldom seen outside of hospitals. All these lead to 
broadening of his professional knowledge, and to 
greater confidence in applying this knowledge. If the 
value of man is measured by his service to mankind, 
then the dental surgeon is certainly in position to be 
among the honored. 





Esther M. Baruth, R.N. 


ilion, having access by means of a long corridor 
to all other departments in the main hospital 
building.* 


CO i psychopathic department is a separate pav- 


Description of Building 

The pavilion is a two-story building with a full base- 
ment and a small attic. It is equipped with elevator and 
telephone service. There are accommodations for 28 pa- 
tients, the main floor being for male patients only and 
the second floor for female patients. All rooms on both 
floors are private with the exception of two, but these 
private rooms are so planned as to make comfortable 
accommodations for two persons when necessity de- 
mands. All windows are provided with steel safety bars 
and screens. 

The doors leading into the hydrotherapy rooms, the 
linen room, and the isolation rooms are equipped with 
automatic yale locks, each of the personnel being sup- 
plied with a key. 

The basement has two separate divisions, one which 
serves as a storage room in winter for the porch furni- 
ture (this room is always locked), and the other which 
serves as a gymnasium and is equipped with basketbail 
facilities, rubber horseshoes, a croquet set, and a pho- 
nograph, the latter being used by the patients when 
dancing. In cold weather the gymnasium is an absolute 
necessity, while in summer it is practically dispensed 
with as the patients enjoy their activities on the spa- 
cious campus and courts of the hospital. 

The main entrance to the department leads into a 
lobby. To the left of this lobby is the elevator and diet 
kitchen and t6 the right is a reception room and two 
flights of stairs, one leading to the second floor and the 
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other to the gymnasium. Directly in front of the lobby 
is the ward itself. 

Adjacent to the ward is the diet kitchen, a facility 
which makes it possible to serve the food while hot, 
even to patients on the second floor as their trays are 
taken up on a food cart, the elevator being used in- 
stead of the stairs. 

Patients have access to the recreation room, where 
they may relax in comfort. This room is provided with 
easy-chairs, lounging cot, magazines, and a radio. (This 
is the only room in the entire department where the 
windows are furnished with curtains. Draperies and 
curtains are dispensed with in all other rooms as a pre- 
cautionary measure against suicide by hanging.) 


The Ward 


The entrance to the ward leads into a long corridor 
with rooms on either side. This arrangement furnishes 
adequate ventilation, light, and sunshine. To the left of 
the main entrance is a room provided with general 
sinks, toilets, and an alcove utility space. Next in order 
is the hydrotherapy room. The hydrotherapy room is 
equipped with a shower bath, cleansing tub, steam- 
heated dryer, and a continuous overflow tub and it is 
spacious enough to give salt glows. Neutral wet-sheet 
packs are always given in the patients’ rooms. 

The linen room, next to the hydrotherapy room, con- 
tains locker space for all clothing and valuables be- 
longing to the patient. Such articles are checked when 
the patient is admitted to the ward and then they are 
placed in the locker. 

The remainder of the ward is utilized for patients’ 
rooms. Four rooms in the rear of the ward corridor are 
secluded by means of a double glass door. In these 
rooms are placed temporarily the disturbed, destruc- 
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tive, and violent patients. The last room on either side 
of the corridor is known as an isolation room. The fur- 
niture in the isolation room consists of a bed and toilet 
stool, provision being made to flush the toilet from the 
corridor. Radiators are built well into the wall, light- 
ing fixtures placed close to the ceiling and the windows 
are built high in the wall and are specially covered with 
heavy screenings, all this being done to protect the pa- 
tient from possible injury. The doors which have the 
automatic yale locks may be entered from the corridor 
side only without the use of a key. A porthole in each 
door permits the careful watching of the patient with- 
out necessarily entering the room. Steel bars are added 
as a reénforcement for the wooden transoms, to prevent 
the patients from escaping. The high windows of the 
two rear rooms open onto a sun porch. Patients have 
access to this porch which overlooks the hospital garden 
and the Missouri River. The double glass doors in the 
corridor may be closed when necessary in order to pro- 
tect other patients from noise and from being disturbed. 


Patient’s Room 

A hospital bed, a dresser, writing desk with a 
straight-back chair, a rocker, and a large rug consti- 
tute the furnishings of each patient’s room. Only such 
personal articles as cannot be used by the patient to 
inflict injury upon himself or others are placed in the 
room. 

Of particular interest is the fact that the modern 
theory of using cheerful, brighter colors rather than 
those with only sedative effect to benefit or hasten the 
recovery of a patient, has been carried out in the decor- 
ating of the patients’ rooms. They are furnished in or- 
chid, salmon, and various shades of tan and green, each 
with a cream-colored ceiling. Patients are moved in ro- 
tation as their condition warrants, to the rooms cor- 
responding to their stimulation or depression. 


Occupational Therapy 

In addition to the second-floor ward being a dupli- 
cate of the first, there is a room in this ward which is 
used for occupational therapy. This room is furnished 
with a loud-speaker attachment from the radio in the 
reception room, thereby creating an atmosphere of 
cheerfulness and contentment for the patients while 
they are engaged in the activities most suitable and 
beneficial to their recovery. 


Emergency Call System 

There is an emergency call system at the entrance of 
the ward on both floors. By pressing a button a red light 
is lit automatically on the opposite ward and also in the 
nearest department of the hospital, thereby insuring 
immediate assistance in case of need. All emergencies 
are detected immediately because these patients are 
never permitted to be left alone; they are under con- 
stant observation, being attended by a male attendant 
or a nurse. 

Medicinal Supplies 

All medicinal supplies are kept in a room located 

between the elevator and the ward on the second floor. 
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This room contains a specially built-in cabinet with 
ample space for medicines and narcotics in the upper 
half and nursing equipment, sterile and nonsterile sup- 
plies in the lower half. The chart desk is also located 
in this room. 

The Attic 

All cleaning utensils are kept in the attic space. All 
flower vases (vases are pottery) are also kept in this 
room, being stored on a shelf specially built for this 
purpose. 

Problems and their Solutions 

Some of our problems may be briefly summarized : 

First: Convincing relatives and friends of the pa- 
tient’s real condition; namely, the individual’s illness, 
and, in the majority of cases, the need of a lengthy hos- 
pitalization. 

Second: Constant attention which must be given to 
suicidal and homicidal patients. 

Third : Special attention to be given to fluid and nour- 
ishment intake, gavage being advisable. 

Fourth: Persuasion of negativistic patients in order 
to make them submit to treatments. 

Fifth: Keeping patients cheerful, contented, and di- 
verting their minds, by means of occupational therapy, 
athletics in the gymnasium or on the campus, and by 
reassuring, pleasant attitude of the personnel. 

Sixth: Avoidance of possible escapes by providing 
adequate nursing care and by resorting to the isolation 
room if any such clue is discovered. 


Types of Patients 
The most common types of patients receiving treat- 
ment are those of the manic depressive type, those be- 
ing dementia precox, paranoia, psychoneuroses, general 
paresis, senile, dementia, traumautic and toxic psycho- 
ses. Occasionally cases of febrile psychosis and mental 
deficiencies are entered as our patients. 


Management 

The Creighton Memorial St. Joseph’s Hospital being 
conducted by the Sisters of St. Francis, has a Sister in 
charge of the upkeep of the building, the care of the 
linens, and the serving of the meals. A registered nurse, 
who has had postgraduate work in psychiatric nursing, 
has charge of the nursing service and teaches the theory 
in psychiatric nursing. This enables her to see that pro- 
cedures are carried out on the ward as taught in the 
classroom. A registered nurse is employed for general 
duty nursing. 

An average of six students are in regular attendance 
on the wards, all of whom have had theory. The nurs- 
ing students spend at least two months in this depart- 
ment. Night service is available, there being a male at- 
tendant for the male patients and a registered nurse 
for the female patients, and this nurse is also in charge 
of all treatments and medications. 


The Routine 
A weekly schedule turns toward efficiency. Each stu- 
dent is given a definite assignment, thereby eliminating 
conflicts and leading toward completeness and perfec- 
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tion by means of smoothness of codperation. Morning 
assemblies are held each morning and bedside clinics 
are held, at least, twice a week. This gives the students 
an opportunity to correlate theory with practice. We 
consider this correlation of great value to the student 
nurse. 

By direct observation and daily supervision it is pos- 
sible to ascertain whether or not the instructions are 
carried out as given by the supervisor. 


Value to the Hospital 


The very fact that a hospital has this department 
renders the hospital more complete in every sense of 


HEN I began to organize my thoughts for 

\\ this discussion, I turned to the writings of 

leaders in the field.* I received from them 
discouragement only, for the topic under considera- 
tion. They, to use a threadbare phrase, have agreed 
to disagree; that is, school and hospital must sepa- 
rate. The recent meeting in San Antonio it seems 
was held for no other reason than to stress the need 
for separation of the two as quickly and completely 
as possible. Doctor Lyon, dean of the school of 
medicine of the University of Minnesota, sounded 
the keynote of the meeting when he said: “Organize 
nursing as an independent profession but operate it 
in close codperation with medicine for their mutual 
business—the care of the patient and the teaching 
of prevention.” The dean calls upon us to close all 
schools that are being operated for profit; he believes 
that nine tenths of the schools now being conducted 
bear this stigma. 

To consider these points has not been given to me 
at this time. My assignment is to discuss the codrdi- 
nation between the hospital and the school as they 
stand related today. My dilemma is no new one. 
Father Patrick Mahan, S.J., found himself in a like 
difficulty when discussing this same problem several 
years ago in Washington. I can do no better than to 
ask you to recall his words at that time: “The typi- 
cal school as it exists today is owned and controlled 
by hospital authorities. It has no organization of its 
own which possesses independence of policy and of 
action.” Father Mahan in his usual constructive way 
did not rest content to point to an evil, he recom- 
mended practical remedies; namely, (1) that the 
school be granted a certain degree of independence 
and autonomy both in authority and finance; (2) 
that a modification be made in the relation of the 
student nurse to the hospital service. 

Digressions tempt me but I shall try to keep to 





*Read at the 17th annual convention, C. H. A., Villanova, Pa., June 21-24, 
32. 
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the word. Then too, it is of great value to the patient 
who is mentally ill. He is saved much humiliation by 
this seclusion, and the parents, relatives, and friends 
feel that he is in good hands and that he has more 
chance for complete recovery than if he were assigned 
to a state institution, where he would likely remain for 
the rest of his life. 

It also affords the student nurse a most valuable 
means of securing adequate training in this important 
branch of nursing, so that as a graduate nurse, she may 
do efficient nursing among the mentally ill patients. 
And, after all, it is very worth while to help the men- 
tally ill. 


the subject in hand: codrdination between the hospi- 
tal and the school of nursing. The all-embracing im- 
pediment to this codérdination I believe to be eco- 
nomic pressure which makes itself felt in: (1) the 
number and preparation of supervisors and instruc- 
(2) the number and quality of the nursing 
(3) classroom equipment 
(4) extracurricular activi- 


tors ; 
personnel (student body) ; 
and teaching accessories ; 
ties. 

The Nursing Laboratory 

Recent years have seen improvement in the quality 
of classroom instruction. That is splendid but it is 
not enough. Science cannot be taught by instruction 
alone no matter how learned and skilled the instruc- 
tor nor how anxious and enthusiastic the student. 
The noting of reaction—experiment—is an indispen- 
sable part of science teaching and practice is a part 
of the acquisition of skill. Our wards are our labora- 
tories and the atmosphere in which the greater part 
of the teaching is done; the principles presented in 
the classroom are assimilated there. Class hours as 
allotted in the standard curricula are insufficient. 
Important points must be passed over with the hope 
that they will be met on the wards. Happily such is 
many times the case. 

The ward supervisor assumes new and greater pro- 
portions when we see the important réle played by 
ward teaching in the educational program. Every su- 
pervisor is not only a potential but an actual teacher 
living and moving in an ever-active laboratory where 
reactions never cease and where the results of ex- 
periments, some well, some poorly understood are 
constantly taking place and will be lost to the stu- 
dent if not pointed to by alert directors. No depart- 
ment should be so busy with caring for patients that 
the educational aspect is neglected. Where features 
of interest are present, time must not be wanting to 
call the group together for observation and correla- 
tion. Intellectual curiosity must be fostered in the 
student. 
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We have listed among the impediments to codrdi- 
nation the lack in number and preparation of ward 
supervisors and the size and quality of the student 
body. These two I think cannot be overemphasized 
since teaching and learning alike are impossible 
where the demands on either teacher or student are 
so great that time is not allowed for observation and 
correlation of theory and practice. 


Education First 

Where the student body is not sufficiently large to 
meet comfortably the nursing demands of the hos- 
pital one solution only can be offered—supplemental 
graduate service. Another solution would be un- 
worthy of an educational aim. A hospital operating 
a school with other than an educational aim is of the 
branded “nine-tenths” group. In small schools the 
proper sequence of duties is made to yield to eco- 
nomic pressure with startling frequency. I have in 
mind a small hospital where students are retained for 
eleven months in the operating room because the 
chief surgeon finds it inconvenient to have them 
transferred oftener. Doctors have, as a rule, been 
slow to appreciate the changing dignity of the nurs- 
ing profession. 

The day of haphazard teaching in schools of nurs- 
ing is gone, let us hope. If our schools are to be pro- 
fessional schools, institutions of learning, not work- 
shops, we must teach as becomes professional schools. 
One would not think of sending a student teacher 
into a classroom to practice, to acquire skill in her 
art, nor of sending a student of physics or chemistry 
into the laboratory to work undirected; so neither 
must the student nurse be sent into her laboratory 
(the ward) to work undirected. I believe that it is 
just here that we transgress most seriously and most 
often. Ward supervisors fail to give close and con- 
structive supervision to the work of the student. 
They contend that they are unfamiliar with the de- 
tails of the methods being taught in the classroom, 
teaching from them, they say, would confuse the 
student. 

Codperation Essential 

This objection opens up an avenue for the consid- 
eration of better preparation of supervisors, not in 
a general way but in the light of the particular needs 
of the separate departments. It would be impossible 
and indeed undesirable for the instructor in nursing 
procedures to supervise personally each treatment; 
that is a function of the ward supervisor. Every 
procedure must be done under supervision until the 
supervisor feels satisfied that the student has ac- 
quired skill in its execution and thereafter occasion- 
ally to assure against the common failing of lapsing 
into careless habits of working. There is not a su- 
pervisor here, I venture to say, who has not had the 
discouraging experience of seeing a one-hundred-per- 
cent freshman lapse into a ninety-per-cent junior, 
into an eighty-per-cent senior, and a seventy-per-cent 
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graduate. Barring physical handicaps, which should 
be suspected, diagnosed, and corrected, this retro- 
gression must be laid to careless supervision. It is 
not uncommon that a student is efficient in one de- 
partment and inefficient in another. What is the rea- 
son? I wonder whether it isn’t in great measure, a 
reaction to the enthusiasm she meets in the super- 
visor. Class instructors are able to measure the en- 
thusiasm of the ward supervisor by the case studies 
done in her department. During the past year we 
followed the Unit Method of teaching the medical 
diseases. With the assistance of the medical super- 
visors the instructor arranged very careful assimila- 
tive material, copies of which were distributed to the 
group after the class presentation. Copies were also 
placed in the hands of the supervisors of the several 
medical clinics. The projects therein contained sent 
the student into the diagnostic departments; that is, 
to the record librarian, the clinical, pathological, and 
roentgen-ray technicians, to the dietitian or into 
such remote channels as to the social worker and the 
dispensary records where without the codperation 
and the teaching phase in each of these departments 
the purpose of the study must have failed of fulfill- 
ment. 

At times the class presentation was made by the 
house officer in the form of a ward class. The ward 
supervisor being in touch with select clinical mate- 
rial kept the school advised of interesting cases and 
under the direction of the medical instructor ar- 
ranged with the house officer for ward classes. The 
supervisors suggested suitable case studies and di- 
rected the individual student, permitted access to the 
case record, allowed bedside visits, and gave help on 
obscure points. Codperation was at all times healthy 
and results were most gratifying. 

Where classroom instruction is given by the head 
of the department opportunities for correlation seem 
ideal. The time element must be so controlled that 
the group may be brought together as occasions pre- 
sent for assimilating the classroom presentation. In 
a few of the better-organized schools it has been ar- 
ranged with gratifying results to divide the class into 
groups of sufficient size that they may receive simul- 
taneously instruction and practice in each of the sev- 
eral studies. For example, the junior class might be 
divided into as many groups as there are subjects for 
the year and the several groups arranged to rotate 
until the subjects have been covered by all the 
groups. This, of course, necessitates the repetition 
several times each year of the subjects. Obviously 
this arrangement implies perfect codrdination be- 
tween the department and the school. 


Preparation of Supervisors 
This brings us to another of the impediments to 
coérdination between the hospital and the school; 
namely, that of supervisor preparation. Since it is 
clear that each ward supervisor is an instructor and 
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a director in her laboratory her preparation is a 
major consideration. 

It is encouraging to see so rapid an increase in the 
number of degreed supervisors in our Catholic hos- 
pitals. Let’s not slacken our pace. I do not hesitate 
to say—though I may be challenged—that our effi- 
ciency as hospital personnel increases as our cultural 
background broadens. The economic aspect here in- 
jects itself. I am in no wise competent to discuss 
economics but I know that a way must be found to 
educate the staff. Religious communities having houses 
of study where normal training is given young Sis- 
ters preparing to teach do well to include their young 
nursing Sisters in that training. Every young Sister 
should be expected to undertake the definite program 
of self-improvement. Her work of supervision should 
not be so heavy nor so confining that she finds ad- 
vancement burdensome. Where economic pressure 
seems to bear too heavily let us not forget the warn- 
ing of Dean Lyon lest we fall within that “nine- 
tenths” group operating for profit. Father Mahan has 
named the remedy “a certain degree of financial in- 
dependence.” 

A teacher and a student may make a university but 
not in the modern sense. Teaching accessories are nec- 
essary in this time when visual education has taken a 
place in the front ranks. Charts, specimens, reagents, 
and a dozen other items that every instructor may 
enumerate for herself, to say nothing of library facili- 
ties and the assistance of a secretary to help in the 
mechanical preparation of classwork are indispensable 
in the school of today. 

If we may judge a man by the use he makes of his 
leisure, so may we judge a school by its extracurricular 
activities. The manner of providing becoming recrea- 
tion deserves consideration here not as to the form it 
shall take but as to the outcome of codrdination be- 
tween the hospital and the school until such time as 
the two shall be separate institutions. Until then the 
school must apply to the hospital for resources to 
carry on, and upon the generosity with which the ap- 
peal is met will depend the scope not only of its extra- 
curricular, but of its educational program as well. 


A Children’s Convalescent Home 

Rose Mary Home for crippled children, at Cleveland, Ohio, 
celebrated its tenth anniversary on October 16. The institution 
is conducted by the Sisters of the Holy Humility of Mary. 
The building, which was the former home of the late Caesar 
A. Grasselli, was donated by him to the diocese a decade ago. 
Mr. Grasselli also had the building remodeled and provided it 
with equipment at a cost of $35,000. 

All requests for admission to the home are referred to the 
Children’s Bureau, through which the social work of the chil- 
dren is conducted. Before admission, a medical examination is 
made and if accommodations can be provided at the home, this 
special type of care is recommended. The institution is 
equipped with medical and dental facilities, ultra-violet ap- 
paratus, a hydrotherapy tank, and an enlarged swimming pool. 
There is a school with eight grades which, because of the small 
number of pupils, provides almost individual attention. Sisters 
trained for teaching, nursing, and special care of crippled chil- 
dren are on the staff. 
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Mother Rose Huber Reélected 


On October 18, Mother M. Rose Huber was unanimously re- 
élected mother general of the Servants of Relief for Incurable 
Cancer. The election took place at a meeting of a chapter of 
the Order, held at Rosary Hill Home, Hawthorne, N. Y., and 
presided over by Rt. Rev. Msgr. Cornelius F. Crowley, V.F., 
representing His Eminence Cardinal Hayes. 

The Congregation of the Servants of Relief for Incurable 
Cancer was found September, 1896, in New York City, by 
Mother Alphonsa Lathrop, for the care and relief of poor in- 
curable cancer patients of all religions, nationalities, and 
colors. No pay patients were received. On December 8, 1900, 
the group was affiliated to the Order of the Dominican Sisters 
as the American Congregation of St. Rose of Lima. The Order 
now has four cancer homes in this country. 











